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ad POTENCY AND STERILITY 


Dependable parenteral medication is impossible 
without the two essentials, assured potency and 
sterility of the products which are involved. 

The Abbott Laboratories have constantly met 
these highly necessary requirements. A deep sense 
of responsibility to the physician and his patients 
and pride in producing high quality ampoules 
have been the chief motivating factors at all times 
in Abbott’s Ampoule production. 

When chemicals are used in Abbott’s Am- 
poules, they are required to meet standards 
which in many cases exceed those 
of the U.S. Pharmacopeia. The 
water used as the solvent is pre- 
pared by chemical purification, re- 
distillation and fractionation. This 
renders it free from solids, and 


volatile and gaseous substances. 


The sterility of each manufactured lot of 
ampoules is controlled by the same critical tests 
which the Government requires for biological 
products. Ampoules containing sugars are sub- 
jected to additional tests to determine the ab- 
sence of contamination with yeasts and molds. 
They are free from the bodies of dead bacteria 
and the products of bacterial metabolism. 

Thus, with painstaking control throughout 
the manufacturing processes of Abbott’s Am- 
poules, supplemented with chemical assays, 

and in appropriate cases phar- 
macologic assays, the physician is 
given full assurance that Abbott's 
Ampoules possess high potency and 
safety from contamination. The 
line is comprehensive and avail- 


able through druggists everywhere. 


ABBOTT'S AMPOULES 


ABBOTT 


LABORATORIES e NORTH CHICAGO, 


ILLINOIS 
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HERE seems sound reason to believe that 

Hippocrates put his ear against the chests 
of his patients and tried to interpret the 
sounds he heard there. From that time for- 
ward, this diagnostic method was carried on, 
with increasing success, until Laennec, 
watching some children at play, had a flash 
of inspiration which resulted in giving us the 
stethoscope. 

In 1722, in the city of Gratz, the capital of 
the Austrian province of Styria, a son was 
born to a wine merchant; and this boy, as he 
grew older, began to notice things in the 
same way that Laennec did. For instance, 
he observed that one could tell how much 
wine remained in a cask by tapping it with 
the fingers. The sounds produced above and 
below the level of the liquid were different. 

So this lad, Leopold Auenbrugger von 
Auenbrugg, after he became a physician and 
had done so well in his profession that, at the 
early age of 29 years, he was made physician- 
in-chief to the Hospital of the Holy Trinity, at 
Vienna, began to wonder if he couldn’t do 
even better. 

Remembering his early observations in his 
father’s wine vaults, he began to tap the 
chests of his patients with the first and middle 
fingers, partly flexed and held closely to- 
gether, and to listen to the sounds produced. 
When he tapped a normal chest, it sounded 
like a cloth-covered drum; the chests of some 
of his patients sounded different. 


Dr. Henry SCHMITZ 
Dr. H. J. ACHARD 
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First he wondered; then he experimented. 
He injected fluids into the chests of cadavers, 
tapped them and listened. He kept on tap- 
ping living and dead, normal and abnormal 
chests, listening and recording his observa- 
tions. By this method he began to make 
more accurate diagnoses. Finally, in 1761, 
he published a little book describing his dis- 
covery, but it was new, so nobody paid much 
attention to it. 

That did not trouble Dr. Auenbrugger, how- 
ever. He knew he had something good and 
he kept on using it and gaining skill and local 
prestige as a physician. He was one of those 
choice souls who do everything as well as 
they are able, but make little noise about it. 
He was not a fighter, but, like a true Vien- 
nese, an artist in life. Grave, serene, in- 
flexibily honest, unassuming and charitable, 
he loved science for its own sake; he also 
loved his charming wife, good music (he 
wrote the libretto of a little opera, “The 
Chimney Sweep,” for Maria Theresa), and 
that delightful atmosphere (for which we have 
no word, because we do not know the sub- 
stance of it) which the Germans call 
Gemiitlichkeit. He was not worried about 
what people would say of him after he was 
gone. 

It began to look as if nobody but Auenbrug- 
ger himself would ever tap chests and find out 
things by so doing. But nothing so useful as 
this could be really lost. A translation of the 
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good doctor’s little book on percussion ap- 
peared in France and attracted the attention 
of the noted teacher, Dr. Jean-Nicholas Cor- 
visart, who was also Napoleon’s physician. 
He tried the method; found it so helpful that 
he became enthusiastic about it; and, in 1808— 
only one year before Auenbrugger’s death, 
at the advanced age of 87 years—put the 
whole weight of his authority behind it and 
made it popular. He did not, however, try 
to steal it, as is so frequently done in these 
days, but eagerly gave its discoverer full 
credit. 

Of course, the method has been refined and 
elaborated since that time, but no new prin- 
ciple has been added. We now call Auen- 
brugger’s technic immediate percussion, and 
that now in common use (employing both 
hands), mediate percussion. Then, in 1826, 
Piorry produced the pleximeter, so that some 
now practice pleximetry. But it all goes back 
to tapping on a winecask. 

When we practice the ancient and too-much- 
neglected art and science of physical diagnosis, 
we will do well, sometimes, to give a thought 
to the character and example of that sound 
and wholesome man who gave us one of our 
most important diagnostic procedures and who 
left us a memory of what the old-fashioned 
German character could be at its best. 


-_— 


To take offense is to deserve it. The smaller the 
man, the greater an offense looks to him.—Pavut 
RICHARD. 


—_———_@-—_———_ 


Medical Reserve Officers 


T= War Department, possibly under pres- 

sure from certain groups of pacifists whose 
emotional reactions are more powerful than 
their intellects, has recently issued instruc- 
tions that there will be no more R.O.T.C. 
training of Medical Department units after 
the present classes are graduated in June, 
1935. 

These medical R.O.T.C. units have been an 
important source of replacements of officers 
in the Medical Reserve Corps (about 57 per- 
cent), and as this highly important part of 
our system of National defense is already 
about 11,000 under its authorized strength, 
this discontinuance of regular instruction and 
replacement for the Corps may well prove to 
be a decidedly serious matter, unless all the 
straight-thinking physicians in the country, 
especially those who are now reserve officers, 
recognize and discharge their duty to the 
Country by using their full influence to see 
that the Corps is kept up to standard. 
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As the Medical Department R.O.T.C. units 
are not supplied with uniforms, weapons, etc., 
this hamstringing of the Department was not 
an economy measure, but a piece of direct 
discrimination. Those who have the welfare 
of the Country at heart will do well to tell 
their representatives in the Congress what 
they think of such a performance. 

Those who have the idea that, in the event 
of another national emergency, they could 
stand aloof and rigidly maintain their civilian 
status, will do well to read Col. Lawrence’s 
enlightening article, “The Doctor in War,” in 
the April issue of this Journal. In such an 
event, the question will be, not “Shall I keep 
out of the mess entirely,” but, “Shall I, or 
shall I not, prepare myself to face intelli- 
gently the conditions which I cannot escape, 
if we, as a Nation, should be forced into 
another war.” 

Every able-bodied and patriotic physician 
between the ages of twenty-one and fifty-five 
years should be an officer of the Medical 
Reserve Corps, if he can qualify for that 
position; and every one who is disabled or 
too old for such service should make it a 
point of personal honor to see that at least 
one younger and stronger medical man ac- 
cepts this responsibility in his stead. 

We feel sure that the readers of CLINICAL 
MEDICINE AND Surcery will be eager to do 
their part in making the medical service of 
our army the fine and efficient instrument for 
our protection which it ought to be and must 
be. If not already informed of the necessary 
procedures, write to The Surgeon General, 
U. S. Army, Washington, D. C., for full in- 
structions and then get into the Reserve 
Corps yourself or line up two or three likely 
young fellows and make them eager to under- 
take such service. 


————® 


To forget oneself in greater interests is to escape 


from prison.—H. ELLS. 


a 


Weaving A Life 

T HERE seem to be a good many people who 

have the impression that life is something 
that is arbitrarily handed to us, by God or our 
ancestors or by some malign fate, and that we 
must take it as it is, to suffer or enjoy, with- 
out any chance of remodeling it nearer to the 
heart’s desire. 

So far as the transmission of the vital prin- 
ciple of physical existence is concerned, that 
is true; but not otherwise. Each man weaves, 
out of the materials at his disposal, the life 
he is living. If he is not consciously cooper- 
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ating in that process, the result is likely to re- 
semble that produced by a blind weaver at a 
loom—a hodgepodge and pointless affair. 

If, however, we recognize that we, and no 
other, are the builders of our destinies, for 
good or ill, there is much to be done about 
it. A thread may be picked up from this 
person, and another from that. A book or 
some other experience may give us a whole 
skein of threads that may profitably be woven 
into our life fabric—if we do not forget to 
watch for and collect these materials. 

Among the threads which we all need, to 
make our patterns complete and beautiful, are 
those which can be garnered only by direct 
and personal communion with this marvelous 
earth, of which we are, in so many ways, a 
part. We all need to do more conscious and 
planned exploring of nature’s works and 
ways, in order that we may find the finger- 
prints of God, impressed upon His creation. 

This vernal season, when the good earth 
is waking from its winter sleep, is an ideal 
time for such communion, because the in- 
flowing life is so tuned that we can assimi- 
late it with a minimum of effort. 

The telephone and the postman are hard 
masters and the office seems the only im- 
portant place in these difficult days; but try 
the experiment of taking a day, or at least 
a half-day off each week, and spend it, not in 
pointless wandering or useless herding with 
the crowds which seek synthetic amusement, 
but alone, in the fields, on the hills or by a 
stream, looking for God’s footsteps and trying 
to follow them; finding gay and colorful 
threads which may be worked into the other- 
wise drab and monotonous tapestry we are 
weaving every day. 

Such periods of solitary refreshment, taken 
regularly and consistently, will pay large 
dividends, not merely in added richness of 
living, but in actual cash, for we will return 
from such inspiring excursions better fitted 
to do the work before us in a way that will 
be highly satisfactory, to ourselves and to 
others. 

scnmasientaniibeinnipainn 

It is not the earth that separates man from Heaven; 
it is man who separates Heaven from Earth.—Pavut 
RicHarp. 


———————_@e-——_——_- 


The Infidel and the Atheist 


|N spite of the fact that the great poet of 

Old Testament days, David, King of Israel, 
declared, “The fool hath said, in his heart, 
‘there is no God’,” and that the great philoso- 
phers of all times have backed up that state- 


INFIDEL AND ATHEIST 
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ment, one still occasionally hears a man who 
is by no means a fool referring to himself 
as an atheist. 

Such a statement, under such circumstances, 
is a result of one of two things: either an 
error in the use of words, because of mis- 
understanding of their meanings; or a lip 
statement, made for some purpose or other, 
which does not express the true feeling of 
the heart. 

Three words are carelessly used more or 
less synonymously, whose meanings are dis- 
tinctly dissimilar: atheist, infidel and agnostic. 

An atheist denies the existence of any great 
Force, Power, Intelligence (or whatever word 
one cares to use to escape from saying God), 
directing and controlling the marvelously 
law-governed and synchronized activities of 
the world, the solar system and the universe. 
Anyone who truly believes that the occur- 
rence of eclipses, the return of comets and 
other similar matters could be predicted, long 
in advance, by guesswork, or come about 
through coincidence, certainly has a hiatus in 
his mental processes. And the existence of 
laws predicates some sort of a law-giver, what- 
ever one cares to call It. 

An infidel is one who repudiates the dogmas 
of the religion which is commonly accepted 
by his confreres. In its broad sense, the word 
might include disagreements with the teach- 
ings of all revealed religions, but it is not 
commonly so used. To the Christian, a Hindu, 
a Buddhist, a Parsi or the adherent of any 
other creed than his own is a “heathen” (an 
infidel). The Mohammedans are even more 
vigorous in applying this epithet to all who 
are outside of their particular fold, including 
Christians. The Hindus and Buddhists do not 
call anyone names. 

In this class there are many men and 
women of high intellectual attainments. In 
fact, it may almost be said that the greater 
proportion of thinking people are realizing 
that revealed religion, as conceived by the 
fundamentalists of all creeds, was proper food 
for the infancy of the human race, but is not 
suited to its adolescence or maturity. 


The agnostic is a man who, frankly and 
straightforwardly says, “I do not know” (the 
word, etymologically, means, without knowl- 
edge). He may or may not be open to con- 
viction, one way or another, but, in any case, 
his intellectual position is entirely compatible 
with sound mental processes, which remove 
him far from the fool class. 

We may be fanatical about words, but we 
must admit that it causes us a certain amount 
of distress when we hear people in whom we 
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are interested using them inaccurately; for 
we well know that careless speech is followed, 
sooner or later (when it is not based upon it) 
by careless thinking, which is the basis of 
most of the distress and disillusionment from 
which men suffer. 


- ————-@ a 


Religion is not only keeping faith with God, but also 
with yourself. 


Congenital Syphilis 
ONGENITAL syphilis 
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that examination in every case. If this test is 
returned positive, in the absence of an ad- 
mitted history or obvious signs of syphilis, 
it should be checked by others, preferably 
sent to different laboratories; the history 
should be gone over with a fine-tooth comb, 
for suspicious incidents; and an exhaustive 
physical examination should be given, search- 
ing for clinical evidences of syphilis. 
If this disease can be 
demonstrated or the 
question remains in seri- 


is now, as a result 
of discoveries within the 
past decade or so, a 
strictly preventible dis- 
ease, and any physician 
who has been caring for 
a pregnant woman for 
several months before 
her labor (as should al- 
ways be done), and then 
permits her to give birth 
to a syphilitic baby, is 
guilty of malpractice, 
unless he can show 
clearly that he ordered 
a Wassermann test or 
anti-syphilitic treatment 
or both, and the woman 
or her family refused to 
carry out the order. 
Physicians who value 
their professional repu- 
tations are, more and 
more, refusing to confine 
women who have not 


NEXT MONTH 


Dr. Israel Bram, of Philadelphia, 
who is an authority on the sub- 
ject, will explain how to prevent 
exophthalmic goiter. 


Dr. Burr Ferguson, of Birming- 
ham, Ala., who has probably used 
more hydrochloric acid clinically 
than anyone else, will tell how he 
uses it locally, as well as intra- 
venously. 


Dr. Harry Apfel, of Brooklyn, 
will give some helpful suggestions 
as to the care of premature in- 
fants. 


COMING SOON 


“Newer Uses of Castor Oil,” by 
Winfield Scott Pugh, B.S., MLD., 
New York City. 


“The Etiology and Treatment of 
Dysfunctional Uterine Bleeding,” 
by A. G. Miller, B.S., A.M., M.D., 
Hobart, Ind. 


ous doubt, the woman 
should be given a course 
of active treatment, in 
accordance with the best 
modern practice. In this 
way the infant can be 
assured of coming into 
the world free from one 
of the most destructive 
diseases kno wn— and 
this assurance can be 
given in no other way. 

The technic of taking 
blood for a Wassermann 
test is so simple that no 
man who can not do it 
should be allowed to 
practice medicine. Lab- 
oratories for making this 
test, where time is not 
a pressing matter, are 
within reach of every 
physician in the United 
States, and their fees are 
also within reach. 


come to them for prenatal examination and 
care, except in extreme and justifiable emer- 
gency, and then under protest. 

When a pregnant woman comes to a phy- 


sician for her first prenatal examination, a 
Wassermann test should be a routine part of 


No woman, no matter what her economic 
or social status, can, for this purpose, be as- 
sumed to be free from syphilis; and no phy- 
sician can be held blameless who neglects to 
carry out this procedure upon every woman 
who engages him as her attendant two months 
or more before confinement. 





HANDS IN BLESSING 
God’s hands push up the green, heart-lifting hills 
And hold the world’s great waters in their bowl. 
My heart cries out to heaven to be made whole 
By one touch of the hands His spirit fills. 


Give me, Dear Heart, the gift I need so much; 
Bestow His blessing on my waiting soul— 
The loving, healing, godlike human touch. 

—G. B. L., in “Eros and the Sage.” 
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Sex Questions Answered* 


Part | 
By G. P. Lawrence, M.E., M.D., Westerville, Ohio 


| N a former article!, I reported the develop- 

ment of a course of lectures on Friendship, 
Love and Sex Education, beginning eight 
years ago in the home economics classes of a 
small, co-educational college. This has grown 
until I am frequently called upon for talks 
on friendship and marriage relationships. 

Much of this popularity is due to the custom 
of following the formal talk with a round- 
table discussion and the answering of ques- 
tions submitted in writing by members of the 
group. Selections from a list of over 250 such 
questions were printed in the above-men- 
tioned article. 

The interest manifested in the entire list of 
questions and the answers to them, has made 
it seem advisable to answer specifically the 
questions formerly printed. Naturally, many 
of them cannot be answered categorically, 
any more than the relationships of human 
beings, one to another, can be reduced to 
mathematical formulae. Therefore, in answer- 
ing questions, it is often necessary to state 
the natural laws involved, whether in the 
field of psychology, sociology, physiology, 
or what-not, explain something of their 
application to the problem; give specific in- 
stances of solutions, and finally leave it to the 
auditors to make their own decisions, accord- 
ing to their special circumstances. 

Of course, this develops some quite exten- 
sive answers, but less would be inadequate. 
Readers will be able to amplify many topics 
from their own experience. 

Most of the answers herein are phrased as 
they would actually be given to an audience 
of college students. Occasionally, more tech- 
nical language and vocabulary are used, for 
the sake of saving space. Any physician can 
apply this material in answering similar 
questions asked by his patients and friends. 


Juvenile Sex Education 


1.—What would you do with two children, 
a boy of 5 and a girl of 7, who had discovered 
the charms of rolling and tumbling and lying 
on each other, apparently enjoying good sen- 


*This article will be published in four parts. 


1.—“An Experiment in Sex Education.” 


Cun. 
Mep. & Surc., Sept., 1932, p. 634. 


sations produced by contact of their sex 
organs? 

This is a difficult problem to handle with- 
out erecting a barrier between parent and 
child. Punishment is likely to prematurely 
arouse sex consciousness and will seldom be 
effective in stopping the indulgence, and will 
usually make the child secretive. Also, we 
must first be sure we are dealing with sex 
stimulation and not merely the normal rough 
and tumble play in which all young animals 
delight. 

Then a physician, who really understands, 
should conduct a physical examination of 
both children. Often a tight foreskin creates 
irritation, which draws the boy’s attention, and 
can be relieved by circumcision. A similar 
and equally irritating condition often exists in 
girls. Unfortunately, it is seldom recognized, 
and still more rarely treated, by the medical 
profession. Feeble-mindedness and _ sexual 
precocity should be considered. 

One way would be to sublimate the chil- 
dren’s relationships by diverting them to 
other types of games. Recommend restraint 
to win approbation. Whatever you do, try 
to divert their attention from, rather than 
emphasize, their “sex organs.” Ignoring the 
whole matter is much safer than prematurely 
arousing sex consciousness. 


Puberty 


2—Why is it that the time of puberty is 
such a strain to many children, both mentally 
and physically, while others do not seem to 
notice it? 

We are just commencing to learn what 
really takes place in the human organism 
when, and after, it becomes sexually mature. 
For the past two or three years, medical lit- 
erature has teemed with articles explaining 
the action of the internal secretions of the 
pituitary, gonads, etc. 

The strain on a child, while passing through 
puberty, depends upon many things. First: 
is the child healthy or i8 it handicapped by 
focal infections, malnutrition and other con- 
ditions which prevent proper bodily function? 
Second: has it a normal or repressed psycho- 
sexual training; ie., has its previous sex in- 
formation come to it in a normal, matter-of- 
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fact, routine way, as merely a part of its 
general information, or has it been whispered 
behind closed doors as a vile affliction, via 
mother Eve, of which all pure minded souls 
should be abjectly ashamed? Third: is the 
child’s environment healthy and normal? 

A.—Are its parents and brothers and sisters 
congenial and harmonious, or does discord 
keep the child irritated and jumpy? 
B.—Is the school regime helpful or harmful 
to the child’s psyche? 
C.—Do the child’s friends and associates 
help it to work out its problems or are they 
merely sources of irritation? 
D.—Has the child (especially if a girl) been 
adequately informed as to the process he or 
she is about to pass through, and does he 
or she have the guidance of a well-informed 
parent and physician with whom to discuss 
any problems arising? 

It will be obvious that, if all these questions 
can be answered in a favorable way, the child 
under consideration will have a very easy 
time of it. If, however, many of these factors 
are operating unfavorably, the child will 
suffer more or less damage, particularly 
psychically. 

General Health 

3.—If a woman, pregnant for the first time, 
is in a weak, run-down physical condition, will 
this weakness be inherited by her child? 

The answer to this question depends con- 


siderably upon what is meant by a “weak, 


run-down condition.” Certain diseases, such 
as syphilis, cause such a condition of the 
mother and are inherited by (or, at least, con- 
veyed to) the unborn child, causing a large 
proportion of the still-births and defective 
children. If the “weak, run-down condition” 
is merely a matter of over-work, under-nour- 
ishment, convalescence from some acute dis- 
ease, etc., it will probably not affect the child 
very greatly. A developing infant is often 
spoken of as a “parasite,” because it thrives at 
the expense of the mother, who may be very 
seriously harmed by the added burden. The 
child, on the other hand, may be nearly as 
healthy as one from a normally strong mother. 

The problem is complicated by the fact that 
many inherited weaknesses, such as feeble- 
mindedness, epilepsy, criminal and abnormal 
tendencies, etc., are often described as a 
“weak, run-down, nervous condition.” 

4—Why do women wear so much lighter 
clothes than men? Are they too light for 
health? 

For generations it has been the custom of 
women to “follow the fashions,” which pre- 
scribe a new outfit every season. Through 
such experimentation, women have come to 
recognize the superior comfort of light cloth- 
ing through much of the year, but not all of 
them (especially of the younger generation) 
have become sufficiently emancipated and sen- 
sible to dress appropriately for the weather 
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and occupation. Light clothing, in suitable 
weather, is more healthful than heavy, but 
many young women are very inadequately 
clothed when on the street in winter, there- 
fore they suffer from colds, dysmenorrhea, 
and many other ailments. 

Men, on the other hand, are also the slaves 
of ultra-conservative custom. Consequently, a 
majority of men are excessively encumbered 
with superfluous clothing throughout the 
summer. If a man could get up enough cour- 
age to go, like his sister, coatless, hatless, 
sleeveless, collarless, and perhaps sockless, or 
even wear shorts throughout the summer, it 
would be very conducive to both health and 
comfort. 

It seems that each sex dresses quite sen- 
sibly, for one season of the year, but that 
neither can keep it up all the year around. 

Viewpoint and Attitude 
Married vs. Single Life 

5.—This course, “Child Development,” is 
creating in me a desire never to become a 
wife. Before this I have always looked for- 
ward to those days, but now I feel more like 
shunning them. How do you think I can 
overcome this? 

It is unfortunate that one of the by-prod- 
ucts of knowledge of the phenomena of life 
should be a fear of their consequences. Such 
fears are usually due to an incomplete knowl- 
edge or insufficient understanding of all the 
factors and phenomena involved. Of course, 
there are many problems to be met and solved 
in married life, but the labor of doing so is 
more than offset by the superior joys and re- 
wards. The unmarried person misses many 
of these, is almost always lonely, and usually 
is socially inefficient, compared to the married 
person. 

Frequently, such an attitude is a result of 
improper perspective. Pupil nurses, working 
daily in contact with sicknesses which, to 
them, often seem to be a result of marriage, 
sometimes develop such a fear attitude. This 
is usually overcome by showing the much 
larger proportion of people who are happily 
married, never have such troubles and, there- 
fore, never require hospitalization. 


Similarly, while the newspapers comb the 
entire world to find enough trouble and scan- 
dal to fill their pages, over 95 percent of the 
people are practically never mentioned in 
these sheets, because their lives are so happy 
and free from trouble that they are not 
“news.” 

Naturally, bad heredity, disease, poor dis- 
position and similar factors are bound to 
make more trouble in the marriage relation 
than outside of it. Therefore, one should be 
thoroughly well-informed of all the character- 
istics, mental, spiritual and physical, of a pro- 
posed spouse, and should accept only one with 
compatible characteristics. With such a good 
foundation, plus an understanding of what 
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marriage means, and a firm determination, by 
both parties, to “play the game,” one need 
never fear the consequences. 

Any person who finds himself with such an 
unfortunate point of view, should consult a 
qualified and sympathetic advisor, who is 
capable of receiving confidences and of keep- 
ing them inviolate, of analyzing situations, 
and of pointing out possible solutions. 


Sociology, Heredity, Sterilization ~~ 

6.—What should be done to solve the prob- 
lem of bad heredity? 
* This is one of the most pressing and im- 
portant problems with which the American 
nation is faced. Every well-informed citizen 
is acquainted with the appalling increase in 
crime, dependency and feeble-mindedness 
which has occurred during the past genera- 
tion or two. A recent report? estimated over 
18,000,000 insane and mentally defective adults 
in the United States. Very few, however, 
realize the tremendous percentage of such 
deficiencies that are directly traceable to bad 
heredity. 

Before the introduction of the Christian at- 
titude and the development of multitudinous 
welfare agencies, and the modern advance- 
ments of medical science, the law of the 
“survival of the fittest” saw to it that only 
those with a certain degree of physical and 
mental fitness and an alert and able set of 
parents survived the many dangers that beset 
primitive man. Now that man has abrogated 
nature’s laws, and has decreed that very spe- 
cial efforts shall be made to rear the unfit, he 
has thereby assumed a tremendous extra 
burden, which, in these days of depression, 
has proved to be well-nigh unbearable. In 
the state of Ohio, 27 percent of all the money 
received from state taxes, aside from the gas- 
oline and automobile tax, is expended by the 
state welfare department in the operation of 
penitentiaries and reformatories, state hos- 
pitals for the insane and epileptics, schools for 
the feeble-minded, etc. 

In 1909, California pioneered with a law 
providing for the'sterilization of the unfit, and 
now more than half the states have similar 
statutes. This sterilizing operation is done 
only after proper judicial procedure, on the 
merits of each case and in the manner appro- 
priate to the condition of the particular 
patient. Many of the feeble-minded are cap- 
able of earning a living, such as it is, and, 
when sterilized, there is no particular objec- 
tion to their finding comfort and companion- 


2.—Human Betterment Foundation, Pasadena, Calif. 
(To be completed.) 
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ship in the marriage relation with some one 
of their own mental grade. 

California reports a tremendous decrease in 
its dependency rate during the twenty-five 
years that their law has been in force. If 
improvement should continue at this rate for 
another twenty-five years, it is perfectly pos- 
sible that crime and feeble-mindedness, among 
actual residents in that state, could very 
largely be eliminated. Approximately 10,000 
sterilizations have been done in California 
State Institutions with, in many instances, 
very marked benefit in the mental and physi- 
cal condition of the patient?. 

To thoughful students of heredity, it seems 
that sterilization of the unfit is the only pos- 
sible answer to the problem of bad heredity. 

7.—What is meant by “Eugenic Steriliza- 
tion”? 

By eugenic sterilization is meant that indi- 
viduals who are found, by due process of law, 
to be permanently unfit for the production 
and training of healthy, intelligent, law-abid- 
ing offspring, shall have an operation per- 
formed upon them which will prevent their 
ever becoming parents. Such an operation 
does not necessarily, and is not usually, one 
which prevents marriage or normal inter- 
course. It merely definitely terminates fertil- 
ity. In the feeble-minded persons, it is occa- 
sionally best to do castration or amputation of 
the penis, in order to prevent their perpetrat- 
ing further sex crimes. 

8.—Does it produce any bad effects on the 
person treated? 

No, except possibly a psychic trauma or 
unless the operation is improperly performed. 
Some persons who are sterilized develop an 
inferiority complex, but, aside from that, the 
effect is negligible or beneficial. Many feeble- 
minded men, who have been habitual mastur- 
bators, improve when the loss of spermatozoa 
is prevented by sterilization. 


Vasectomy is the favorite operation for 
sterilization of the male, and Steinach, Lyd- 
ston, and others have recommended it very 
highly for “rejuvenation.” Multitudes of va- 
sectomies have been performed at the request 
of men who did not wish to have more chil- 
dren, and, when the operation is carefully and 
properly done, the report is almost invariably, 
not only a very great satisfaction, because of 
the certain sterility produced, but a physical 
improvement in energy and wellbeing, be- 
cause of the retention of the testicular 
secretion. 


3.—Butler, F. O., Medical Superintendent, Sonoma 


State Home for Feeble-Minded, Eldridge, California. 
“Sterilization Procedure and Its Success in California 
Institutions,” 
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Suggestions in Hyperpiesis 


By William Lintz, M.D., F.A.C.S., Brooklyn, N. Y. 
Senior Attending Physician, Unity Hospital 


Ts paper will be confined to that form 

of high blood pressure which is known as 
hyperpiesis, or essential hypertension, by 
which is understood an elevation of blood 
pressure above the normal, of unknown 
origin. 

The normal blood pressure for adult males 
below the age of 30 is 120 to 130 systolic and 
80 diastolic; between 30 and 50 years a sys- 
tolic of 130 to 140 and a diastolic of 85 to 95; 
between 50 and 65 years the systolic is 140 to 
160 and the diastolic 85 to 95. The average 
pulse pressure is 45, and increases one milli- 
meter every 2 years from 40 to 60 years, and 
2 millimeters each year after 60. A systolic 
pressure of 150 in a man below 50, or 160 in 
a man beyond that age requires investigation. 
The blood pressure rises with age, about 10 
years earlier in women than in men. In 
females, the systolic and the diastolic pressure 
are each about 7 mm. lower for the corre- 
sponding age than in men. 


We are ignorant of the direct cause of 
hypertension. We delude ourselves into the 
belief that we know, and we consider it as 


directly caused by such conditions as worry, 
overeating and infection, which are only con- 


tributory, but not direct causes. This is best 
illustrated if we consider hypertension in the 
young. A boy of 13 in my series of 300 
cases, who was brought up under ideal en- 
vironment, exactly the same as his two sis- 
ters, developed a blood pressure of 180 systolic 
and 100 diastolic. His mother has hyperten- 
sion and his father hypotension and diabetes, 
from which he has apparently recovered. This 
boy of 13 has not even the contributory causes 
for hypertension. Just as we ascribed all the 
above-mentioned causes to diabetes before we 
learned that the lack of insulin was the real 
cause, so we are probably doing today with 
hypertension. A spasm of the arterio-capil- 
lary bed, produced by the vasomotor center 
in the medulla, is the most universally ac- 
cepted theory for the production of hyper- 
tension. 

The vasomotor center in the medulla can 
be influenced reflexly by stimuli reaching it 
from the cortex, such as are produced by 
stress, worry, annoyance, anxiety and pain; 
from the plexus of nerves surrounding the 
aorta, as in the aortic disease associated with 
stretching of the aorta and the coronary 
arteries associated with angina pectoris; and 
from spasm of the cardiac end of the stomach!. 

The vasomotor center may also be influ- 
enced by circulating poisons in the blood, 
absorbed from the intestinal tract in constipa- 


tion or otherwise; faulty metabolism, as in 
diabetes, gout or obesity secondary to endo- 
crine disturbance, as in the menopause, pitu- 
itary disturbance, hyperthyroidism and in- 
toxication by lead, arsenic, alcohol, syphilis 
and toxins originating from focal infections. 
Excessive protein ingestion? and faulty sodium 
chloride metabolism are believed by Allen to 
be important factors. 


Symptoms 

Throughout the entire disease the sphyg- 
momanometer forms by far the most im- 
portant factor in the diagnosis. At first there 
are no symptoms. The patient is rejected, 
perhaps, by a life insurance company or an 
organization which he desires 1o join; or else 
the high blood pressure is an accidental find- 
ing during the examination for an entirely 
different disease from which the patient may 
be suffering at that time. Rarely he may be 
free from all symptoms during his entire life 
and live to a ripe old age. Usually, however, 
he soon begins to suffer from certain nervous 
symptoms—irritability, depressions, insomnia, 
fatigue, noises in the ears, dizziness and pal- 
pitation. Symptoms referable to the heart 
soon appear—palpitation, dyspnea and dis- 
tress, at first on exertion only; later, when the 
heart begins to fail in its stupendous task of 
overcoming the increased intra-aortic pres- 
sure, all the symptoms and signs of heart 
failure gradually develop. These are well 
known and need not be repeated here. The 
vascular changes resulting from hypertension, 
combined with the increased cerebral pres- 
sure, leads to cerebral hemorrhages. Neph- 
ritis is either secondary to the vascular 
changes resulting from the hypertension, or 
else the same cause that produces the hyper- 
tension produces also the nephritis, or both 
factors operate. Cerebral hemorrhage and 
nephritis are the most frequent causes of 
death from hypertension. 


Treatment 


We are handicapped in the treatment of 
hypertension, because we do not know its 
exact cause. That the cause depends partly 
on the germ plasm of the individual and 
partly upon his environmental influences, 
seems certain’. It is doubtful whether a 
single remedy to benefit all cases of hyper- 
tension will ever be found, since various 
factors seem to operate in the different cases, 
and even in the same case. 

Theoretically, prophylaxis is the proper be- 
ginning of the treatment of all diseases. 
Since this is a familial disease and at least the 
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contributory causes are known, one would 
think that prophylaxis ought to play an im- 
portant part; but practically it does not. 
What father who is suffering from hyperten- 
sion takes his son to a physician to choose 
for him a proper vocation? I can not recall 
a single hypertensive family, which has left 
the hustle and bustle of the city for the quiet 
of the country place, in order to avoid the de- 
velopment of hypertension in the children. 
Undoubtedly a great deal of this is our fault. 
We do not stress it sufficiently; we do not 
adequately emphasize prophylaxis in any dis- 
ease, especially in hypertension. And yet, un- 
doubtedly, a great deal can be accomplished 
in this direction. 

These patients must avoid mental stress and 
anxiety, which is nothing but fear spread out 
thin; overeating, rather than the exclusion of 
any particular kind of food; and excesses of 
all kinds, which increase the wear and tear 
of life. Occasionally I have seen results which 
exceeded my fondest expectations, after re- 
moving focal infection. Reduction of weight, 
in the obese, will automatically reduce blood 
pressure. Balneotherapy, especially the Nau- 
heim baths, which can be satisfactorily given 
at home, and proper exercise, where the heart 
does not contraindicate it, are important 


adjuncts to the treatment.'I am rather dis- 
appointed in electrotherapy in hypertension. 
With many physicians, diathermy or the high- 


frequency current is very popular and all 
sorts of devices have been invented to ad- 
minister it. After a thorough trial I am 
convinced of its uselessness. 

Erich Meyer‘ has suggested the use of 10 
to 20 cc. of 10-percent dextrose solution, intra- 
venously, especially in those cases associated 
with anginal attacks. I find that angina is 
somewhat benefited, but not the hypertension. 

Rusznyak, from Koranyi® clinic at Buda- 
pest, injects 1 centigram of a 1-percent sus- 
pension of sulphur in olive oil into the gluteal 
muscles, and at intervals of 2 to 3 days gives 
successive injections, increasing the dose to 
2, 5 and 10 centigrams “until the spasm of the 
peripheral vessels is overcome and a marked 
fall of blood pressure occurs.” I have tried 
it extensively, but the results are not per- 
manent. The same holds good with Nitro- 
scleran and Subtonin, all of which have given 
me only temporary results. 

I have tried liver extract,6 by intramuscular 
injection. I see no reactions, but in those 
cases where there is a marked reduction of 
blood pressure, dizziness is temporarily com- 
plained of. I injected 0.5 cc. intramuscularly 
daily, increasing by 0.5 cc. at each dose until 
5 cc. were given; then two or three times a 
week; and finally once a week, until 10 to 14 
injections were given. In some cases, after 
three or four injections, the blood pressure 
fell to normal. Then I did not inject any 
more. 
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In some cases liver extract does not seem 
to affect the blood pressure, although the 
patients tell me that they feel better. I have 
used it long enough to come to the definite 
conclusion as to its limited usefulness. 

The use of bromides, chloral hydrate and 
luminal, nitrites, diuretin and nitroglycerin, 
I find are very useful in hypertension. 

The treatment of the three most frequent 
complications of hypertension—cardiac, renal 
and cerebral—are well known and employed 
by everyone, and differ in no way from the 
treatment of these diseases without hyperten- 
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Fig. 1.—Effect of large doses of Calcium Iodide 
on Blood Pressure. 


sion. I do not see why physicians hesitate to 
use digitalis for a failing heart with hyper- 
tension. It should be employed. Venesection 
and lumbar puncture may be employed in 
these conditions. They lower the blood pres- 
sure but, unfortunately, the effect is only 
temporary. 

I believe that both hypertension and al- 
lergy manifest themselves by disturbance of 
the vegetative nervous system. If my an- 
alogy between allergy and hypertension is 
correct; namely, that in both we have a dis- 
turbance of the vegetative nervous system? 8. 
9, 10_if I may so term it “asthma of the blood 
vessels”—I reason that a remedy which influ- 
ences allergy favorably may also influence 
hypertension. 

In previous communications, I have sug- 
gested the use of calcium iodide, not in 4 
grain (250 mgm.) doses, which is the maxi- 
mum usually given in the United States, but 
in 60 grain (4.0 gm.) doses, three times daily, 
as the best remedy in asthma and other forms 
of allergy. After years of extensive use I 
hold the same opinion. I have tried these 
large doses of calcium iodide in essential hy- 
pertension. The results are encouraging (see 
Fig. 1). 

More extensive trials must, however, be 
made before definite conclusions can be 
reached. This is especially interesting in view 
of Ralph Major’s observations upon the 
prompt reduction of increased blood pressure 
in methyl guanidin intoxication; by the 
administration of calcium. 


Finally I want to stress one point. Spon- 
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taneous remissions and variations are so fre- 
quent in hypertension that one has to be very 
cautious before concluding that beneficial ef- 
fects are the result of the therapeutic 
measures employed. 
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A Systemic Treatment for Chronic Arthritis 
By Ernest Risley Eaton, A.B., M.D., New York City 


HE medical control of chronic arthritis is 

demanding increasing attention. It is known 
that the occurrence of this condition is far 
wider than that of pulmonary tuberculosis or 
cardiac disease. At the Metropolitan Hospital, 
in New York, chronic diseases are divided 
into four groups, and one of these groups is 
composed solely of patients exhibiting arth- 
ritis. The facilities offered in the treatment 
of these deserving cases of the city’s poor are 
under the medical care of a resident physician, 
whose services are made possible by the Lewis 
Emery Research, and the results indicate 
what can be achieved, even for individuals 
completely crippled and disabled. Many of 
the patients are unable to walk because of the 
distorted and ankylosed condition of their 
joints and some have been completely bed- 
ridden for years from the chronic complaint 
familiarly known under the name of “rheum- 
atism.” With the favorable progress observed 
in these 60 arthritic patients, comprising ap- 
proximately 30 males and 30 females, there 
seems to be no justification for a reasoning 
by the medical profession that, because the 
etiology of chronic arthritis is questionable, 
earnest systemic treatment cannot be suc- 
cessful 

In this communication it is not intended to 
offer criteria of treatment. Our work in 
clinics and hospitals* is well established and 
the favorable therapeutic results so generally 
acknowledged that we offer no data, other 
than the preceding statement, to justify the 
publication of our method of treatment. 
This we consider a sufficient and correct 
standard for the conclusion that the synchro- 
nizing effect of our systemic treatment is 
beneficial to the majority of either of the two 
main types of the disease—the atrophic rheum- 
atoid arthritis or the hypertrophic osteo- 
arthritis. Pathologic points of difference be- 
tween the two types do not affect the results 
achieved.! 

*Flower, 


Metropolitan and Community Hospitals, 
New York. 


In respect to treatment, the purpose of the 
internist should be directed toward: 

1—Relieving pain and securing the confi- 
dence of the patient. 

2.—Arresting the process and progress of 
the disease. 

3.—Removing the cause, where possible. 

4.—Improving general health. 

5.—Promoting recovery. 


The morale of patients with chronic arth- 
ritis must be maintained. This phase of 
treatment was strikingly presented to me in 
1932, while visiting the United States Navy 
Hospital at League Island, Philadelphia, where 
approximately 100 patients with varying de- 
grees of chronic arthritis, principally the 
atrophic-rheumatoid type, for two weeks after 
admission to the hospital were placed under 
a special treatment, the objective of which 
was the restoration of their lost morale. This 
commendable result was secured by the fol- 
lowing methods: 

1.—Medical relief of pain. 

2—The encouragement of the patient to 
believe in his improvement and the efficacy 
of the treatment. 

3.—The belief of attendants in the value of 
treatment, where improvement was possible. 

In treatment, the first endeavor must be to 
secure a working knowledge of the patient’s 
needs. With this in mind there should be 
obtained: 

1—A complete history. 

2.—A special arthritic history. 

3.—A physical examination. 

4—A routine laboratory examination. 

5.—X-ray pictures. 

The routine laboratory examination con- 
sists of: 

1—aA complete blood chemistry study. 

2.—A Wassermann or Kahn test. 

3.—A complete blood count, with a Schilling 
hemogram. 

4—A urine analysis. 
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5.—Complement fixation test for gonorrhea. 
6.—Sedimentation rate estimation. 


The results of different laboratory examina- 
tions upon 304 cases of chronic arthritis were 
presented and analyzed by Eaton and Cocheu? 
and indicate: (1) That blood sugar findings 
are normal; (2) that there is a tendency to- 
ward high uric acid findings. (In more than 
50 percent of 186 patients studied there was 
a high normal or increased blood uric acid. 
Ninety-nine (99) had an abnormal value and 
presented a definite increase in blood uric 
acid. A large series studied by Love, in the 
United States Naval Hospital in Brooklyn, 
offered definite confirmation of these conclu- 
sions. Three (3) cases with swelling of the 
knee joint as the most outstanding symptom 
were studied in detail and the uric-acid read- 
ings of the synovial fluid were constantly 
high’); (3) that urea and creatinin findings 
usually are within normal values; (4) that 
the incidence of syphilis is about the same 
as in any other chronic disease; (5) that the 
analysis of urine does not reveal any charac- 
teristic change. 

In a report based upon observations made 
from the study of the blood-cell count in 250 
cases, I concluded that the typical blood pic- 
ture in chronic arthritis is as follows: A slight 
secondary anemia; a normal leukocyte count; 
a tendency toward lymphocytosis; the pres- 
ence of eosinophiles; and the appearance of 
juvenile cells, causing a nuclear shift to the 
left. These cases were not divided into the 
atrophic-rheumatoid arthritis and hyper- 
trophic-osteoarthritis. In a further study, the 
results of which have not been published, a 
differential leukocyte count, according to the 
Schilling hemogram, of the same 250 patients 
failed to show any variations of significance 
between the two types‘. 

It must not be forgotten that an infection 
related to the gonococcus may be present in 
the wrist or knee, provoking severity of pain 
and marked swellings. The complement fixa- 
tion test is a valuable aid in correct diagnosis 
and treatment of these conditions. 

Often the association of chronic arthritis 
with other admittedly allergic diseases has 
been noticed and commented upon. In asso- 
ciation with both atrophic-rheumatoid and 
hypertrophic-osteoarthritis we have fre- 
quently observed hay fever, asthma, psoriasis 
and, especially, urticaria. 

Although allergy is in danger of falling into 
ill repute, by being offered as an explanation 
for too many manifestations of human mala- 
dies, it has a definite place in the arthritides 
and needs no explanation or defense when 
this relationship is implied?: 6. 7, 

Because of the many months required for 
treatment of chronic arthritis, a gross urine 
analysis should be made at least once every 
four weeks, and the patient’s weight recorded. 
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Necessary additional laboratory work should 
also be done. 

Where x-ray pictures are taken as routine, 
an anterior-posterior picture of the hands and 
a lateral of both knees are all that are neces- 
sary. Plates of these two joint segments are 
usually sufficient and, in cases in which this 
does not hold true, further pictures can be 
secured. 

Joint alterations readily fall into two main 
types: the proliferative or atrophic rheuma- 
toid arthritis and the degenerative or hyper- 
trophic osteoarthritis. In my opinion, from 
the viewpoint of treatment, the patients are 
best divided according to those in whom the 
prognosis is good, fair or bad. This classifica- 
tion is particularly adapted to the treatment 
of those patients who have been hospitalized 
for many years and are hopeless, helpless 
cripples. Fortunately, however, the large ma- 
jority of arthritides do not end in ankylosis 
and crippling deformities. Generally speaking, 
beneficial results should be expected by the 
physician who treats those cases in whom the 
prognosis is fair or good. 

In treatment, the bed should be considered 
a place in which heat and massage therapy 
may be used with benefit, and not a place 
where severe and awkward deflection deform- 
ities are permitted to happen unhindered. 


Prevention 

It is affirmed that, in New York City, there 
are approximately 8,000 individuals in whom 
chronic arthritis has reached maturity in 
complete or partial ankylosis. The prevention 
of those particular manifestations which result 
in deformities is of the greatest degree of 
importance. The unhealthy soil in which the 
seed of the disease readily grows argues for 
early prevention by systemic methods of 
treatment before the joint segments or ad- 
jacent muscles and tendons are affected. The 
onset, manifested by painful soft-tissue swell- 
ing, due to any one of a multiplicity of causes, 
as in atrophic-rheumatoid arthritis, can be 
successfully combated. In this disease pre- 
vention is better than cure. 

In the hypertrophic osteoarthritis, mainly 
due to the wear and tear of life, the problem 
is also one of prevention. Overweight may be 
likened to a wagonload of stones being drawn 
up a hill by a horse. The load of stones is too 
heavy for the horse to pull. Either the horse 
must be whipped or the load lightened. Often 
overweight breaks down the metatarsal 
arches, which become flat and painful, with 
backache and other forerunners of chronic 
arthritis. In both types, systemic manifesta- 
tions are present, such as abnormal weight; 
digital tophi; patchy erythemata; urticarial 
wheals; nervousness; restlessness and excit- 
ability; loss of mental vigor; exaggerated or 
diminished tendon reflexes; cutaneous mani- 
festations; neuritic sensations; varying pulse 
rate; constipation; enteroptosis; muscle atro- 
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phy; flat feet; nervous twitching at night; and 
general weakness. I reported a series of cases, 
in which the majority manifested constitu- 
tional symptoms, as well as joint changes, 
early in the disease’. 

For those cases in whom “resistance to en- 
vironment” is not lost, where prevention can 
be secured and where restoration, even in 
part, is practical, I suggest the following rou- 
tine treatment: 

General Directions 

1.—So far as possible, follow the prescribed 
diet. 

2.—A blanket placed between the mattress 
and sheet will aid in keeping the body warm 
during sleep. 

3.—Rest, if possible, one hour during the 
day, preferably after lunch. Avoid fatigue. 
If unable to lie down, sit quietly, with hands 
clasped. 

4.—A full wineglass of sauerkraut juice be- 
fore luncheon and dinner is recommended. 

5.—A glass or two of buttermilk each day 
is also suggested. 

6.—Eat daily the skin of one or two baked 
potatoes. 

7.—After dinner drink the juice of two 
lemons and a teaspoonful of bicarbonate of 
soda, mixed in half a tall glass of water or 
vichy. Partake after the effervescence sub- 
sides. 

8.—Passive massage of the wrists and ank- 
les at night before retiring is advised. 

9.—The medicine prescribed should be taken 
over a long period of time, and the dose and 
time interval directed by a physician. 


Special Carbohydrate-Restricted Diet 


Soups: Clear broths containing meat and 
vegetables. 

Meats: All kinds of meat, fresh, smoked or 
cured, but prepared without flour or bread- 
crumbs. 

Fish: All kinds of fish excepting clams, 
oysters and scallops. 

Eggs: Eggs in any form, but prepared with- 
out flour or sweetening with sugar, jam, etc. 

Butter: Butter and also lard. 

Cheese: All kinds of cheese. 

Vegetables: Asparagus, asparagus tips, boiled 
beets, broccoli, brussels sprouts, cabbage, car- 
rots, cauliflower, celery, cucumbers, dande- 
lion greens, egg plant, endive, greens from 
beets, kohlrabi, leeks, lettuce, marrow, okra, 
onions, pickles (sour or dill), radishes, rhu- 
barb, sauerkraut, sea kale, sorrel, spinach and 
string beans. 

Fruits: All fresh, preserved, dried and 
cooked fruits. 

Desserts: Gelatin jellies, flavored with sour 
white wine, brandy or coffee. 


Beverages: Tea, coffee, milk, buttermilk and 
cocoa made from cocoa nibs, sweetened with 
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saccharine; claret, burgundy, sour white wines 
and whiskey, in moderate amounts; carbo- 
nated waters. 


Condiments: Pepper, salt, mustard, oil and 
vinegar. 


Medicinal Treatment 


The following medications, the first three 
of which are my own formulas, are used: 


Capsules No. 1: Methenamine, USP, 500 mg. 
(7% grains); cinchophen, USP, 500 mg. (744 
grains). 

Capsules No. 2: Methenamine, USP, 500 mg. 
(7% grains); Tolysin, USP, 500 mg. (7% 
grains). 

Iodine-Arsenic Solution: 


KR Iodine 
Potassium Iodide__ 1.2 Gm. 
Solution of Po- 
tassium Arsenite. 6.0 cc. 
Glycerin (3 ss.) 
Alcohol q.s. ad (3 j) 
Generally one or two capsules are given 
three times a day, at 10 am. 4 P.M. and 
bedtime, for three days each week, according 
to the severity of the symptoms, and when 
taken should be followed by from two to 
four drops of the iodine-arsenic solution in a 
full glass of water. The dose of the iodine- 
arsenic solution should be determined by the 
body weight and the nervous response of the 
patient. This iodine-arsenic solution has par- 
ticular value for the reason that the dose and 
time interval can be better adapted to the 
requirements of the patient than the same 
medication given in a stabilized combination 
with phenyl quinoline carboxylic acid deriva- 
tives. With improvement of the patient, the 
dose of the iodine-arsenic solution is reduced 
until two drops are taken once each day, 
preferably at 4 P.M. 


Ampules for Intravenous Medication contain 
500 mg. (744 grains) of phenylcinchoninic acid 
in 10 cc. of a 34-percent aqueous methenam- 
ine solution. The ampules are administered 
intravenously, once or twice weekly, depend- 
ing upon the severity of the symptoms. When 
this form of intravenous medication is used 
by the physician, in preference to the capsules 
No. 1 and No. 2, the iodine-arsenic solution is 
given daily, two to four drops in water, at 
10 a.m., 4 p.m. and bedtime. 

In the recent literature a number of cases 
have been reported in which patients have 
suffered liver damage following the use of 
phenyl quinoline carboxylic acid derivatives. 
I have had no such experience ahd cannot 
bear out the reports of those who have made 
such observations. We have used these drugs 
with marked success, in combination with 
methenamine and a solution of iodine-arsenic. 
From January 1, 1933, to April 7, 1935, we 
administered 6,000 ampules of phenylcincho- 
ninic acid in methenamine, and prescribed 


(30 gr.) 
(18 gr.) 


(24 min.) 
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63,000 capsules No. 1 (methenamine and 
cinchophen) and 33,000 capsules No. 2 (meth- 
enamine and Tolysin), all of which were pre- 
pared by the Calco Chemical Company and 
used in private and hospital practice. When 
it is remembered that the medicine ‘is not 
taken daily, either when given by mouth or 
intravenously, and that the same form is not 
given to every patient, the number of arth- 
ritics treated is a very large one and we 
would have knowledge of any deleterious ef- 
fects occurring. It has been my practice to 
allow a time interval or rest period between 
the administering of the medication of phenyl 
quinoline carboxylic acid. 


Sodium Cacodylate 


Where sodium cacodylate is indicated, it may 
be given intravenously, about once each week, 
in a dose of 325 mg. (5 grains), and is espe- 
cially effective in those cases of chronic arth- 
ritis in which bursitis or tendosynovitis is 
present. It is conveniently administered simul- 
taneously and in the same syringe with the 
500 mg. of phenylcinchoninic acid in 10 cc. 
of a 34-percent aqueous methenamine solution. 


Liquor Pancreatin 


Patients with chronic arthritis have diffi- 
culty with their amylolytic digestion. The 
conditions unfavorable to digestion appear 
stronger than those favoring it. A general 
lessening of flatulence follows the taking of 
two teaspoonfuls of liquor pancreatin in a 
wineglassful of water with meals. 


Vaccine 


Vaccine treatment should be used where 
the etiology of the disease is a known micro- 
organism. The problem with reference to the 
origin of atrophic-rheumatoid arthritis is char- 
acterized by a marked diversity of opinion, 
even among those who adhere to the infec- 
tious theory®. 


Insulin 


We have used insulin in the treatment of 
many non-diabetic individuals with chronic 
arthritis characterized by malnutrition, in 
both private and hospital practice, and we 
have had dramatic results. Eaton and Love! 
charted the weights and symptoms of 22 in- 
dividuals exhibiting chronic arthritis, treated 
with insulin, in whom the factor of malnutri- 
tion was markedly present. The schedule of 
insulin doses, used in routine cases at the 
United States Naval Hospital in New York, 
has been given previously! 11, The use of in- 
sulin was of distinct benefit in relieving symp- 
toms of disturbed amylolytic digestion and 
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causing gains of weight and marked general 
improvement. 


In a further study of 500 patients, there was 
no discernable difference between the dietary 
factors or habits of arthritics and non-arth- 
ritics!2, The abnormal factors appeared to 
be endogenous rather than exogenous. This 
is especially emphasized by the study of pur- 
ine metabolism and that of carbohydrate di- 
gestion. 


Additional therapy, such as pluriglandular 
medication, therapeutic lamp and diathermy 
treatments, massage, and setting up exercises, 
especially foot and ankle exercises, should be 
used when indicated. 


In order to maintain the body resistance, 
inflammations of the tonsils and genital tract, 
sinus and dental infections, as well as pyor- 
rhea alveolaris, should be corrected. Only in 
the very early stages of the atrophic-rheuma- 
toid arthritis does the removal of even deep- 
seated suppurative tonsils affect a cure. But 
if the tonsils are a source of infection, tonsil- 
lectomy should be insisted upon, to conserve 
the body energy. Tonsils may be suppurative 
and not demonstrable, externally. Infected 
teeth should be corrected and pyorrhea 
treated. 
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BOTH ENDS AND THE MIDDLE 


The excessively rich and the tragically poor are alike, in that they have 
nothing to live for. The middle class is still particular whom it sleeps with. 


—Princess KROPOTEIN. 





Septicemia* 
By John A. Kolmer, M.D., Dr. P.H., D.Sc., LL.D., Philadelphia, Pa. 


Professor of Medicine, Temple University; 
Director of Research, Institute of Cutaneous Medicine 


Pp ATHOGENIC organisms may be tempora- 

rily present in the blood without evidences 
of infection of this tissue, constituting bac- 
teriemia. 

Septicemia is an infection of the blood, due 
to the multiplication of organisms in this tis- 
sue, with the production of toxins. It is 
usually secondary to infection of a fixed tis- 
sue, but may occur without a discoverable 
primary focus (cryptogenic septicemia). It is 
always likely to be accompanied or followed 
by secondary infections of the tissues (pyemia 
or septico-pyemia). 

Immunologic Considerations and Pathogenesis 


The natural immunologic defenses appear, 
in septicemia, to break down or fail to develop 
sufficiently; hence a very important phase of 
treatment consists in supporting or bolstering 
immunologic resistance. 


The blood is normally able to clear itself of 
organisms by phagocytosis by the fixed cells 
of the reticulo-endothelial system; but in sep- 
ticemia phagocytosis is inadequate, due to 
cellular changes and exhaustion of opsonins 
and other humoral antibodies. 

The complement is reduced and should be 
replenished by blood transfusion; bactericidal 
or protective antibody is deficient and may be 
supplied by immune serum; natural antitoxins 
are exhausted, and toxemia may be neutral- 
ized by the prompt administration of some of 
the immune serums (antistreptococcic, anti- 
staphylococcic, etc.), in adequate doses. 

Hence, immunologic and supportive meas- 
ures rank next in importance to surgical 
drainage in treatment. 

Septicemia usually follows a primary in- 
fection of the fixed tissues, with lymphangitis 
and thrombo-phlebitis. Failure in the “wall- 
ing-off” of a local infection, and factors pre- 
venting or retarding phagocytosis, appear to 
be of primary importance. Therefore, prompt 
surgical extirpation or drainage is required 
whenever possible, but requires the best of 
judgment, as too hasty or extensive operative 
measures may break down defensive factors. 

Septicemia may occur with none or but 
slight evidences of infection at the portal of 
entry, and these cases are apt to be the most 
grave, because of the absence of a depot of 
local antibody production. 

The symptoms and secondary pathologic 
changes are due to toxins, with the danger of 
secondary embolic infections of the lungs, 
kidneys, skeletal system, etc., requiring eter- 
nal vigilance for their detection. 


*Abstract of Trimble lecture before the Medical 
Chirugical Faculty of Maryland, April 24, 1934, 


In a general manner there appears to be a 
relationship between the virulence of the in- 
fecting organisms and the occurrence of septi- 
cemia; but organisms of low virulence may 
produce septicemia when resistance is greatly 
reduced (staphylococcus albus; streptococcus 
viridans; anthrax bacillus; B. proteus, etc.). 

Organisms producing exogenous toxins, and 
especially the anerobes, rarely produce septi- 
cemia (diphtheria bacillus; tetanus and gan- 
grene bacilli, etc.). 

Septicemia is most commonly produced by: 
Hemolytic streptococci, staphylococci, pneu- 
mococci, meningococci, gonococci, B. typhosus 
and B. anthracis. 

Rarer infections occur with: B. pyocyaneus, 
B. coli, B. proteus, etc., B. influenzae and B. 
mucosus capsulatus. 


General Etiologic and Pathologic 
Considerations 

Septicemia occurs at all ages and in both 
sexes, but is more frequent in the young and 
elderly and among women (puerperal). Dia- 
betes mellitus, alcoholism, cardio-renal and 
other debilitating diseases are predisposing 
causes. Congenital and rheumatic heart dis- 
ease greatly predispose to subacute bacterial 
endocarditis. 

The site of primary infection may range 
all the way from a severe puerperal endo- 
metritis to a needle prick or an infected tooth, 
or may occur with no discoverable focus at 
all. 

Important primary foci include: Abrasions 
and trivial puncture wounds; large lacerated 
wounds, with lymphangitis; paronychias, fur- 
uncles, carbuncles, hed sores and severe 
burns; puerperal endometritis; otitis media, 
mastoiditis and lateral sinus thrombosis; 
septic sore throat, pneumonia, etc.; osteomyel- 
itis, especially in young persons; infected teeth 
and severe gingivitis; the genito-urinary tract, 
after instrumentation. 

The pathologic tissue changes are usually 
inflammatory in character and referable to 
those occurring at: (1) The site of initial or 
primary infection, which may be trivial or 
extensive; (2) secondary foci (usually embolic 
and suppurative) and with many curious dis- 
tributions in muscles, joints, bones, lungs, 
kidneys, meninges, etc.; (3) cloudy swelling 
and fatty degeneration of the heart muscle, 
liver, kidneys, spleen, bone-marrow, etc. 

In addition, there may be proliferative 
changes in the bone-marrow, spleen and other 
organs of the reticulo-endothelial system, 
representing immunologic response to infec- 
tion, with blood regeneration. 
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Laboratory Aids in Diagnosis 
1—Culture of primary foci. 


2.—Blood cultures are of primary impor- 
tance; may require two or more. 


3.—Total and differential leukocyte counts. 


4.—Schilling’s “shift to the left” method is 
particularly recommended. 


5.—Urine examinations. 
6.—Spinal fluid examinations, if meningitis 
is suspected. 


Symptoms and Clinical Diagnosis 


No two cases are ever exactly alike, because 
of the variations in the kind and virulence of 
infection, age, primary focus, immunologic 
resistance, predisposing factors, etc. 

Septicemia may be: (1) Fulminating, with 
death in a few days; (2) acute (the usual 
form); (3) subacute or chronic, lasting sev- 
eral weeks or months. 

A severe local infection may closely mimic 
septicemia, on the one hand, or so few classical 
symptoms may be present as to make a posi- 
tive blood culture a matter of surprise, on the 
other. 

The incubation period may vary from sev- 
eral hours to several weeks. 

The most characteristic symptoms are: sep- 
tic temperature; chills; rapid pulse; flushing 
and sweating; dry tongue; delirium, followed 
by apathy and coma; nausea, vomiting and 
distention; constipation; petechial eruptions; 
icteroid discoloration; signs and symptoms of 
primary and secondary foci; muscular and 
arthritic pains, etc. 


Treatment 


The treatment of septicemia will never be 
fully satisfactory until serum and chemo- 
therapeutic measures are improved. It re- 
quires expert and careful correlation of sur- 
gical drainage, biologic therapy, chemotherapy 
and general measures. 

Adequate and prompt surgical drainage, 
whenever possible, is of prime importance; 
also the early administration of immune 
serums, in large doses, with special reference 
to polyvalent antistreptococcus serum. 

Frequent small blood transfusions should 
be given, to replenish complement and nat- 
ural antibodies (opsonins; bactericidins). 
Specific and non-specific immuno-transfusions 
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are probably to be preferred, and especially 
the latter. 

Intravenous and subcutaneous injections of 
bacteriophage are often useful in staphylococ- 
cus and streptococcus infections, and non- 
specific protein therapy is of value. 

In the chemotherapeutic treatment of sep- 
ticemia (which is decidedly important), the 
following drugs have a definite place: Neo- 
arsphenamine (0.45 Gm.), intravenously, in 
streptococcus puerperal septicemia and in 
anthrax septicemia; Pregl’s solution of iodine, 
intravenously (20 cc.); Rivanol (1:1000) or 
neutral acriflavine (1:200), by intravenous in- 
jection, in doses of 20 to 40 cc.; mercurial 
antiseptics, such as Mercurochrome, Metaphen, 
etc. 

The fluid intake, in adults, should be 3,000 
cc. per day, and daily intravenous injections 
of dextrose (25 to 50 cc. of a 50-percent solu- 
tion), or continuous phleboclysis with an 
isotonic solution, frequently save lives. 

The diet should be high in caloric value and 
in vitamin A. Whisky or brandy, strychnine, 
digitalis and morphine should be used symp- 
tomatically, as indicated by the patient’s con- 
dition. Enemas, turpentine stupes and surgical 
pituitary extract may be called for in certain 
abdominal conditions. 

Rest is highly important, and the daily pro- 
gram of the patient’s care should be so ar- 
ranged that it can be carried out with a 
minimum of physical disturbance. 


Prophylaxis 

Prophylaxis is of particular importance, 
since the most effective methods of treatment 
are so frequently inadequate. 

Antistreptococcus serum should be em- 
ployed more frequently for prophylactic pur- 
poses, especially in abortions, prolonged labor, 
mastoiditis, surgical and autopsy wounds in 
septic cases, pneumonia, etc. 

The immune serums have greater prophy- 
lactic than curative power, though many sur- 
geons (obstetricians especially) have not yet 
learned this lesson. 

More drastic surgical drainage of primary 
foci is sometimes required. It may be better 
to lose an arm than a life. Also, greater care 
should be taken in the extraction of infected 
teeth, in patients with congenital and rheu- 
matic heart disease. 

2101 Pine St. 





EVOLUTION 

There is but one fundamental emanation pouring into all manifestations 
of life, whether it be mineral, vegetable, animal or human. This emanation 
from the center of all things, that some call nature, and others, mvre devout, 
call God, is that force that brings together into harmonious relationships 
the protons, electrons, atoms and molecules of the mineral world; this 
emanation constructs, sustains, and its upward urge ever works for more 
perfect organisms.—WaLTEeR Bryant Guy, M.D., in “Hydrochloric Acid and 


Mineral Therapy.” 





Dangers of Mouth Props and Mouth Gags 


By Fred D. Miller, D.D.S., Altoona, Pa. 


WEY remove infected tonsils and plant in- 
fection in a tooth? A number of cases 
of fractured anterior teeth, from the careless 


TYPES OF MOUTH GAGS 


Fig. 1 (top).— The Rat-Trap Mouth Gag. This 
instrument is an atrocity and should never be used. 
Terrific force is directed upward and outward and 
downward and outward. This type of stress and strain 
is the one most likely to fracture or injure the pulp 
(from trauma) of an anterior tooth. 


Fig. 2 (middle).—This type mouth gag is satis- 
factory, when covered with rubber tubing and used 
in the molar or pre-molar area only. 


Fig. 3 (bottom).—This type of gag, with lead cover- 
ing the part supposed to come in contact with the 
teeth is an attempt to prevent tooth fracture and an 
admission that teeth have been fractured. It is much 
better if covered with rubber tubing. 
use of mouth gags, have occurred, due to 
failure of the operator to appreciate the 
stress and strain applied in opening the jaws 
under anesthesia, failure to understand the 
dental anatomy and lack of appreciation of 
the value of a tooth and what may occur 
when the pulp is destroyed, either from 
trauma or from a fracture. A pulpless tooth 
is always a serious health hazard. 

It should never be necessary to place a 
mouth gag on an anterior tooth, unless there 
are no posterior teeth present in the mouth 
and, in this event, certainly the mouth gag 
should be covered with rubber. The six 
anterior teeth of the maxilla and the six an- 
teriors of the mandible are single-rooted 


teeth and are very easily fractured by stress 
applied in the wrong direction. 

The teeth of children from five to eight 
years of age have very short roots. There is 
a case on record where a throat specialist 
placed a mouth gag, of the “rat-trap” type 


TYPES OF MOUTH PROPS 

Fig. 4.—The rubber mouth props are the least dan- 
gerous of all, from the standpoint of conserving the 
teeth, but be sure to have a tape tied to them. These 
are the types of mouth props used by the dental surgeon 
and applied before the anesthesia is started. 
(Fig. 1), on the permanent centrals of a six 
and a half year old girl, and pushed the 
centrals out. This is a frightful calamity, 
which will affect the entire future of this 
child, and any dentist would know that, 
when the crown of a tooth has just erupted, 
it has no root. This case is one of the sad- 
dest that has come to my attention, but I have 
seen numerous cases where the damage done 
was irreparable, though not so pathetic as in 
this one. 

The teeth “is” a grinding mechanism that 
performs a valuable physiologic function, 
and should be so looked upon by all those 





May, 1935 


Fig. 5.—The Hickory Wedge (two views). A valu- 
able instrument for forcing the jaws apart; bu 


t it 
should be used only in the pre-molar or molar region 


and not to pry the teeth apart. Slide it in, with care 
and gently. 
who have the future physical wellbeing of 
their patients at heart, just as the heart “is” 
a functioning organ. The individual teeth 
are simply units in a complete grinding ma- 
chine, and the most serious thing that can 
happen to this beautifully functioning organ 
is the loss of one of its units, which may 
cause a disorganization of its entire function. 

From a purely esthetic standpoint, the loss 
of an anterior tooth is a serious matter, ad- 
versely affecting the child or adult. From a 
psychologic standpoint, the child may ac- 
quire a serious inferiority complex as the 
result of such a loss. From a financial stand- 
point, the restoration of an anterior tooth 
may cost as much as or more than the opera- 
tion for the removal of the tonsils. 

The life of any dental restoration is prob- 
lematic, depending upon the extent of in- 
volvement; and, in the event of loss of a 
tooth, the pulp in the adjoining teeth may 
ultimately be jeopardized and the replace- 
ment of one or more teeth may have to be 
repeated over and over again, involving a 
constant source of annoyance and loss of 
time and money for the patient. 

Infection is no respecter of location. An 
infected tooth is just as serious as infected 
tonsils, and probably more insidious, because 
most pulpless, infected teeth are comfortable 
teeth, giving the patient no warning—no 
pain, no discomfort, no soreness—and fre- 
quently appearing innocent and continuing, 
sometimes for years, to pour infection into 
the blood stream. 


Points to Remember 

1—wWhere possible, the mouth gag (at least 
a small rubber wedge—see Fig. 4), should 
be placed before the anesthesia is started. 

2.—It should be comfortably adjusted, with 
rubber tubing covering the metal parts 
which may come into contact with the teeth. 

3.—It should be applied to the posterior 
(multi-rooted) teeth only. 
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4.—A hickory-wood wedge (Fig. 5) should 
be used, in the event that it is necessary to 
pry the jaws apart. This, too, should be 


Fig. 6.—(Top) This is the result of trying to pry 
the jaws apart, prior to tonsillectomy during anethesia, 
with a tongue depressor, A beautiful woman about 
thirty years old was the victim of this “accident.” 

(Middle) Never put a prop or pry on the eight 
anterior teeth marked with dots. 

(Bottom) Place a small rubber block or prop, as 
shown, before anesthesia is started. This will allow 
sufficient opening to insert easily any gag which may 
be necessary and suitable. 


applied to the side teeth, but carefully and 
firmly. 

5—In the event that only anterior teeth 
are present, any dentist will be glad to con- 
struct a special vulcanite or metal splint to 
cover the teeth, so as to distribute the 
stress on several teeth, to prevent loosening 
or fracture. This would, however, be a rare 
occasion, but the extra care would be well 
worth while, from the patient’s standpoint. 

The throat specialist and the anesthetist 
should know enough about dental anatomy 
to be sure that no permanent tooth would be 
pushed out or fractured, because, while the 
crown has erupted, in children especially, 
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the root may not be fully developed. Extra 
care should be taken where teeth are ir- 
regular or dentition is delayed. In a difficult 
or unusual case, or with an edentulous pa- 
tient, it is well to call a dentist and get his 
cooperation. 

Do not wait until you arrive at the operat- 
ing room, and then use “any old thing.” 
Be prepared! Be alert! Think of the patient’s 
future! 


What value would you put on one of your 
What about your daugh- 


wife’s front teeth? 
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ter or your son? Think of these things the 
next time you apply a mouth prop or force 
the jaws open. 

During the past several years, I have asked 
numerous dentists if they have had cases of 
this kind in their practices. They all, every 
one, have said that they knew of one or 
more cases. I have never heard of a single 
case of an anterior tooth being fractured by 
an ethical dentist, while using general anes- 
thesia. The price of good teeth is eternal 
vigilance. 

1122, 12th Ave. 


The Action and Uses of Calcium Salts 


By Guy Van Scoyoc, M.D., Los Angeles, Calif. 


N UMEROUS claims have been made for the 

efficacy of this, that or the other calcium 
preparation in a great variety of syndromes, 
all of which must be viewed with the greatest 
caution; but at the present time satisfactory 
studies have been made to arrive at a some- 
what logical discussion of the action of cal- 
cium and the possible basis for the therapeu- 
tic claims that have been made. Many clin- 
icians have sucessfully administered calcium 
to their patients, with encouraging results, 
but have not been able to explain the mechan- 
ism of its action satisfactorily. It is the 
purpose of this paper to throw some light on 
this subject with regard to pharmacologic 
action, as well as to describe a new chemical 
compound of calcium. 

The blood plasma and serum calcium values 
are usually equal, the corpuscles containing 
very little, if any, calcium. The serum cal- 
cium! varies normally, in adults, from 9.2 to 
11 mg. per 100 cc. of blood. 

Calcium exists in the blood serum in forms 
which are diffusible and nondiffusible?. The 
diffusible fraction of the blood-calcium is that 
portion which passes through an animal 
membrane. It represents 45 to 55 percent of 
the total serum-calcium. The diffused cal- 
cium of the cerebrospinal fluid is 4.5 to 5.5 
mg. per 100 cc’. Diffusible calcium is not 
ionized calcium. 

Only about 20-percent of the serum-calcium 
is in the ionic state*. It has been suggested 
that the amount of ionized calcium must be 
constant, in order to conserve the osmotic 
relationships between the blood and the 
tissues. Much confusion has existed in the 
past as the result of this misunderstanding. 
The diffusible calcium is not necessarily 
constant. 

From these facts it can readily be seen 
that the amount of total blood-calcium is not 
so important as is any distortion of the re 
lations between the various forms above 
described5. I have previously suggested that 
the total serum-calcium does not determine 


the necessity for or against calcium adminis- 
tration in disease. Furthermore, in most 
pathologic conditions where calcium therapy 
is beneficial, the serum-calcium is within 
normal limits. 

The following facts, relative to the action 
of calcium ions on the tissues of the body, 
seem well established: 

1—Calcium decreases capillary permea- 
bility. 

2.—Calcium is specific in its power to stim- 
ulate phagocytosis. 

3.—Calcium is antagonistic to potassium and 
sodium in certain viscera such as the heart, 
intestinal tract and respiratory system, and 
plays the stellar réle in bringing the sympa- 
thetic and parasympathetic mechanisms into 
harmonious correlation. 

It must be borne in mind that calcium, as 
mentioned here, has a distinct reference to 
di-valent calcium ions, and that any calcium 
preparation for therapeutic use must be 
shown to be one susceptible of being metab- 
olized to yield ionic calcium. It is worthy 
of stress that, despite the wide variety of 
indications suggested, none is contradictory 
of any other, as is frequently the case with 
drugs exerting a variety of effects. 


Capillary Permeability 

1.—Calcium ions decrease the permeability 
of the capillaries*. The simplest way to 
demonstrate this fact is to rub a rabbit’s ear 
with croton oil or xylol. Presently a disten- 
tion of the veins and edema of the surround- 
ing tissues will be noted. After the adminis- 
tration of calcium in sufficient amounts, the 
edema does not occur. 

Peterson and his co-workers have made 
most important studies on endothelial per- 
meability. Their results are illuminating. If 
a cannula be inserted into the thoracic duct 
of a dog and the lymph flow studied, it may 
be shown that the intravenous injection of a 
foreign protein or an organic toxin increases 
the lymph flow and lymph volume. More- 
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over, the quality of the lymph is altered as 
the effect continues’. 

It is, therefore, obvious that stimulation of 
the endothelial cells increases permeability 
and, since this is apparently what happens 
in a minor way in asthma, hay fever, urtic- 
aria or allied allergic phenomena, the appli- 
cation is likewise obvious and probably 
accounts for the clinical improvement of some 
of the toxic symptoms of tuberculosis after 
the administration of calcium compounds, 
such as improvement in appetite and general 
well-feeling; favorable influence on the temp- 
erature and night sweats; diminution of pain 
in tuberculous joints; and diminution or 
cessation of the discharge from sinuses. 

Stimulation of cells by toxins not only in- 
creases permeability, but also increases the 
inter- and intra-cellular conductivity; that is, 
their state of electrical excitation. As a mat- 
ter of fact, the increased permeability is 
merely a symptom or indicator of excitation, 
from whatever irritant, and is accompanied 
by increased oxygen consumption, increased 
production ‘of carbonic, lactic and phosphoric 
acids, and the setting up of electrical action 
currents, as well as more obvious changes, 
such as motion, secretion and _ sensory 
changes§. It is also commonly known that 
most morbid conditions of long standing are 
accompanied by an acidosis. Therefore, the 
calcium compound that would seem most log- 
ical would be one that would, not only favor 
cellular rest and lessen capillary permeability, 
but would also favorably influence the 
alkaline tide of the body. 

The use of tuberculin in the treatment of 
tuberculosis increases leukocytosis and in- 
cites a focal reaction, but these favorable 
influences are frequently overshadowed by 
the dangerous negative phase, which quickly 
ensues following the administration and lasts 
for from twelve to forty-eight hours; this 
“negative phase” being but the manifestation 
of a primary increase in endothelial permea- 
bility, corresponding to ordinary anaphylactic 
phenomena. This explanation satisfactorily 
accounts for the precipitation of a miliary 
tuberculosis, which sometimes occurs follow- 
ing the use of tuberculin in haphazard doses. 

Phagocyte Stimulation 

2.—Calcium is specific in its power to stimu- 
late phagocytosis. The experimental data are 
quoted by Bechhold, who points out that, were 
this influence merely dependent upon its di- 
valent positive charge, the same resu!t might 
be fairly expected from other members of 
the same periodic group—barium, strontium 
and magnesium—but such is not the case%. 

Clinically, I have seen rather pure tuber- 
culous infections, in which there was an ab- 
solutely low leukocyte count with a relative 
and absolute lymphocytosis, undergo a change 
of blood picture with calcium therapy, so that 
an absolute increase in the leukocytes and a 
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relative and absolute increase in the poly- 
morphonuclears is brought about. It has 
been suggested that this effect is the result 
of stimulation of the sympathetic nervous 
system by calcium ions. I do not believe that 
there is danger of calcification or that the 
calcification of tuberculous lesions need, neces- 
sarily, be considered in this connection. On the 
other hand, the daily use of calcium, in a large 
number of cases over a long period of time, 
indicates that there is no danger of excessive 
calcification in the use of calcium therapy. 


At this point it may be well to restate the 
specific influence of calcium in stimulating 
phagocytosis, and to point out that its su- 
periority over foreign proteins resides in the 
important fact that increased phagocytic ac- 
tivity is thus established with a concomitant 
decrease in endothelial permeability, in con- 
tradistinction to the leukocytosis from foreign 
proteins in general, which is always accom- 
panied by increased permeability. Of course, 
when a patient is in a fair state of general 
health, this factor may not be so important, 
but in those with cachexia from long con- 
tinued intoxication, the factor may rise to 
supreme importance. 


Calcium vs. Sodium and Potassium 

3.—The antagonism between calcium and 
sodium and potassium has been pointed out 
by many investigators. Clowes, while study- 
ing the effect of sodium and calcium chlorides 
on the emulsification of oils, found that so- 
dium increases and calcium decreases the dis- 
persion of oil in water, and concludes that the 
protoplasmic cellular film is a physical system 
capable of undergoing reversible variations in 
permeability as a result of exposure to solu- 
tions containing varying portions of salts of 
calcium and sodium!9?, 

Calcium plays a stellar réle in bringing 
about harmonious correlation of the sympa- 
thetic and parasympathetic nervous mechan- 
isms. It may be added that it stimulates the 
sympathetic nerves, in contradistinction to the 
parasympathetic stimulation by sodium and 
potassium. 

Experimentally, this phenomenon of antag- 
onism is demonstrated by perfusion of heart 
muscle with Ringer’s solution. Sidney Ringer, 
in the early 1880’s, experimented on the 
rhythmic contraction of heart muscle. By 
perfusing the heart muscle of a frog with 
various solutions, he was easily able to show 
that proteins and other organic constituents 
of the blood could be eliminated without ef- 
fecting the contraction of the heart muscula- 
ture to any appreciable extent. On the other 
hand, any alteration inthe inorganic salts led 
to marked disturbances in the cardiac be- 
havior. He found that potassium increased 


diastole of the heart and that calcium was 
identified with systole; that is, if the perfus- 
ing fluid was devoid of calcium, the heart 
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stopped in the state of relaxation; while, if 
sufficient calcium were added to the solution, 
the heart would contract and stop in systole— 
the socalled calcium rigor!!. 


A relative increase in potassium in the cells 
causes an action similar to that of stimulation 
of the parasympathetic nerves. It causes an 
increase in the activity of the secretive glands 
of the intestinal and bronchial systems. Cal- 
cium, on the other hand, if relatively in ex- 
cess, causes a reverse action, similar to that 
of stimulating the sympathetic nerves!2. That 
is, it increases systole and generally retards 
visceral protoplasmic activity. Thus we have 
calcium definitely identified with sympathetic 
and potassium with parasympathetic stimula- 
tion. 

In 1923, working with Wehrbein, I experi- 
mented with calcium salts and demonstrated 
that a proper combination of calcium hy- 
droxide with certain degradation products of 
glucose (dextrose) yields a product that is 
approximately 50-percent less toxic to animals 
than an equivalent amount of calcium given 
as calcium chloride. At the same time it was 
noted that the new combination was much 
less irritating to the tissues, differing from 
calcium chloride in not causing extensive in- 
flammation nor sloughing when injected intra- 
muscularly, or when an accidental “spill” 
occurred during the course of its intravenous 
administration. 


This new compound is a combination of the 
various dextrose acids, one of which is glu- 
conic acid, and these degradation products of 
dextrose form calcium salts that are more sol- 
uble than calcium gluconate. By partially 
breaking down dextrose, to a certain point, 
with the use of sulphuric acid, and then stop- 
ping the reaction, we arrive at a solution of 
dextrose acids giving a prolific source of hy- 
drogen ions, and at the same time leaving, 
in the solution, a relatively substantial quan- 
tity of dextrose that has not been effected by 
the chemical breakdown. With this acid solu- 
tion derived from the dextrose, we combine 
calcium hydroxide. Dextrose dissolves cal- 
cium hydroxide, but the resultant solution is 
strongly alkaline and, before practical applica- 
tion can be made, the excess alkalinity has 
to be combated by some mild acid. These we 
found present in large quantities in the above- 
described acid solution. The result was an 
ideal combination, as there are many path- 
ologic conditions that are benefited by both 
calcium and dextrose. 

The compound: was standardized against 
calcium chloride, 30 cc. of the new product 
representing the equivalent of 2 Gm. of cal- 
cium chloride. The numerous acid ions pres- 
ent in our broken-down dextrose solution al- 
lowed us to make a solution of any alkalinity 
we desired. After experimentation, we found 
that the hydrogen ion concentration of the 
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blood was most suitable for both intravenous 
and intramuscular use. 

Thirty (30) cc. of this dextrose-calcium 
preparation contains calcium equivalent to 6 
Gm. or 60 cc. of a 10-percent solution of 
calcium gluconate or 40 cc. of a 5-percent 
solution of calcium chloride. Thus the final 
preparation resulted in a compound meeting 
all the requirements of intramuscular and in- 
travenous calcium therapy, with less toxicity, 
and capable of being ionized in the blood 
stream. Animal experimentation showed it to 
possess approximately 50 percent of the tox- 
icity of calcium chloride, and experience 
shows that it is well tolerated by human 
beings, when given in therapeutic doses, over 
a long period of time.* 


Clinical Application 

I have obtained gratifying results in the 
treatment of closed lesions of bone and joint 
tuberculosis and uncomplicated peritoneal and 
intestinal tuberculosis. The beneficial effect 
of calcium in laryngeal and renal tubercu- 
losis has not been clearly demonstrated. How- 
ever, the pain and irritative bladder symp- 
toms of renal tuberculosis have been favor- 
ably influenced, in some cases, by intravenous 
and intramuscular calcium therapy. 


Pulmonary lesions are not affected by cal- 
cium treatment, but symptomatic improve- 
ment is observed. There is usually a gain in 
weight; fever is gradually reduced; profuse 
sweating is checked and the patient feels 
better; excessive bronchial secretion may be 
lessened and cough diminished. Patients with 
high temperature should not receive intra- 
venous calcium therapy. 


The action of calcium salts in tuberculous 
enteritis has been attributed to the inhibitory 
effect on peristalsis through the vegetative 
nervous system, the effect on the local in- 
flammatory process and the general dehy- 
drating power. Abdominal pain, hemorrhage 
and diarrhea are frequently promptly bene- 
fited by calcium therapy}. 

There is some evidence that eclampsia is 
due to a calcium deficiency or an alteration 
in calcium metabolism, along with hepatic 
lesions, and Krebs and Briggs have reported 
low serum-calcium values in pregnancy!4. 

Calcium, given intravenously in ordinary 
doses, has been used with gratifying results 
in the treatment of epididymitis and orchitis15. 
It is especially useful in relieving pain and 
inflammation accompanying these diseases, 
and a great many clinicians believe it short- 
ens their course. 

Serofibrinous pleurisy is favorably influ- 
enced by calcium therapy. Prophylactic ad- 
ministration of calcium is advised, one or two 
weeks before artificial pneumothorax is in- 


*This preparation is known as Gluco-Calcium and 
was supplied by Eli Lilly and Co. 





May, 1935 


duced, the theory being that there is less 
danger in the formation of the fluid in the 
pleural cavity when calcium is used. 

For hemorrhage, calcium should be given 
in small doses, intravenously, and repeated 
every six or eight hours. Calcium therapy 
is indicated, either intramuscularly or intra- 
venously, along with parathyroid extract, 
several days before operation, in patients with 
marked grades of hyperbilirubinemia and 
hepatic insufficiency. In surgical disorders of 
the biliary tract, calcium should be given, in- 
tramuscularly, several days before operation. 
Non-surgical cases respond to a_ similar 
regime. 

In atopy, calcium therapy has been used 
with gratifying results in the hands of some 
clinicians, but still much controversy exists. 
Pottenger!® has long been an enthusiastic 
advocate of calcium in the treatment of 
asthma, stating that frequently the paroxysms 
are immediately relieved, and eventually per- 
manently relieved, if the drug is used over 
a long period of time. The mechanism of 
calcium action, as indicated at the outset of 
this paper, should satisfactorily explain the 
efficacy of its action in asthma. Cantarow!7 
reports that no ill effects have been observed 
in patients with bronchial asthma, who have 
been receiving calcium and parathyroid for 
two years. 

Calcium compounds produce a dramatic 
effect in lead poisoning, after intravenous in- 
jection. Severe colic is immediately relieved. 
For rapid elimination of stored lead, am- 
monium chloride and parathyroid extract are 
indicated. 

Intravenous injection of calcium compounds 
will promptly relieve renal and gall-stone 
colic in practically all cases, without the use 
of morphine, and calcium will sometimes be 
effective where morphine fails. 

The pharmacologic action of calcium, as 
laid down at the beginning of this paper; 
namely, capillary permeability and cell perme- 
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ability; calcium antagonism to sodium and 
potassium; and calcium action on the vegeta- 
tive nervous system, will satisfactorily explain 
most of the clinical applications described 
above. 

In my experience, the beneficial effects of 
calcium therapy are in direct ratio to the 
method of administration. Striking effects 
come immediately from the intravenous 
method, with the intramuscular route second 
and oral last. 
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THE THEORIST 


In a sense every era is an era of transition. The stream of history flows 
onward without a break, and yet it is none the less true that, at certain 
periods, the rate of change becomes more rapid and extends over a wider 
front than ordinarily. Such eras of concentrated change are more often 
than not simply the culmination of a long series of unobserved changes 
which ultimately force themselves to recognition because of the dislocations 
and maladjustments which they produce and which callenge deliberate, 


conscious efforts toward readjustment. 


The theorist is the man who, be- 


cause he takes pains to look below the surface of passing events, is aware 
before others of these generally unobserved changes and of their significance, 
and who consequently is in a better position than others to understand the 
direction which readjustments must follow—Hon. JouHn DIckInson, Asst. 
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Long, Short or Ultra-Short Wave Therapy? 


LTHOUGH d’Arsonval was the first to note 

the lack of neuromuscular response to 

an alternating current of a frequency beyond 

a certain limit, he was disagreeably impressed 

with the thermal response induced by the ap- 
plication of such a current. 


Subsequently, a few years later, Nagel- 
schmidt practically demonstrated and popu- 
larized this same high-frequency current, 
under the term of diathermy. More than a 
quarter of a century of international clinical 
records now indubitably attest that diathermy, 
or “long-wave” high-frequency current, is a 
convenient, easily applicable and controllable 
method of applying heat more or less directly 
and indirectly to more or less deeply situated 
tissues and organs of the body. 

But “new things succeed, as former things 
grow old.” Today, the name of Schliephake 
and his innovations of short and ultra-short- 
wave high-frequency currents are so enthusi- 
astically focussing electrotherapeutic attention 
that their long-wave thermal predecessor is in 
grave danger of being relegated to unmerited 
obscurity. 


Those of us who vividly recall the first few 
years of conflicting statements and dire prog- 
nostications regarding the effects of diathermy 
upon the body, can more discerningly appre- 
ciate the chaotic nature of the claims and 
counterclaims for short and ultra-short-wave 
therapy. Naturally, as the wave lengths de- 
crease, the frequency proportionately in- 
creases. Diathermy long waves range approxi- 
mately from 100 to 400 meters, with a 
respective frequency of 3,000,000 cycles and 
750,000 cycles. Short waves, therapeutically 


considered, extend from 15 to 30 meters; 
ultra-short waves diminish from 15 meters 
down to 3 meters, which latter lengths repre- 
sent a frequency of oscillation of 20,000,000 
cycles and 100,000,000 cycles, respectively. 

Short waves were originally considered the 
more desirable, but now it is promulgated 
ex cathedra that the ultra-short waves are a 
sine qua non to superlatively assured and 
scientific thermal therapy. Unfortunately, 
there appears to be no unanimity of scientific 
or clinical opinion as to which, if any, may be 
the more desirable short or ultra-short wave 
length for general or even specialized applica- 
tion. Despite certain dogmatic claims, there 
is no reliable evidence to prove that any 
specificity of therapeutic action inheres in the 
selection of any one, more than another, of 
the various short and ultra-short wave lengths 
so bewilderingly available. 

Unlike “long-wave” diathermy, which neces- 
sitates direct or skin contact with the elec- 
trodes, short and ultra-short-wave diathermy 
does not utilize the tissues as a conductor 
between its electrodes. On the contrary, the 
interposed tissues within the short and ultra- 
short-wave field constitute a dielectric and 
the induced thermal reaction therein depends 
upon dielectric hysteresis of homogeneously 
oscillated molecular structures, with but neg- 
ligible electrical resistance. Consequently, 
short and ultra-short-wave diathermy is more 
deeply penetrant and more equally diffused 
than “long-wave” diathermy. 

Solely upon the method of electrode appli- 
cation and the intensive and penetrative 
character of the heat desired, depends, as yet, 
the therapeutic choice of either long-wave or 
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short-wave diathermy. Apart from the eco- 
nomically important items of expense and 
radio interference, the comparative merits of 
any particular wave length, whether short or 


NOTES AND 


Cold Quartz Lamp Treatment in 
Chronic Pharyngitis* 


HE cold-quartz mercury-vapor ultra-violet 

lamp provides an ideal instrument for the 
purpose of throat and post-nasal treatment. 
It consists essentially of a bent quartz tube, 
both ends of which open into a reservoir 
containing mercury. The tube itself contains 
a certain mixture of gases which allows a cur- 
rent of electricity to pass through the tube 
by means of the mercury vapor contained 
in it. The passage of this electricity produces 
an intense radiation of ultra-violet rays in the 
region of 2537 A.U. These rays are both pene- 
trating and bactericidal. 

From the clinical point of view, the out- 
standing features of this lamp lie in the fact 
that, in distinction to every other source of 
ultra-violet rays available for therapeutic pur- 
poses, the arc formed is a cold one and does 
not warm the quartz burner to more than 
body temperature. We have, therefore, the 
advantage of being able to apply the burner 
directly against the area to be treated. The 
apparatus is small and very easily handled, 
and packs into a convenient carrying case. 
The whole outfit is inexpensive and works off 
the ordinary A.C. mains or, by means of a 
small rotary generator, from D.C. mains. It 
can be connected to an ordinary light socket 
or power plug and is adapted for use from 
any source having a voltage of from 100 
to 250. 

Let us suppose that we are dealing with a 
case of chronic pharyngitis of long standing, 
suffering from chronic catarrh and having a 
high streptococcal index—i.e., 70 or 80 percent 
of all the organisms present being streptococci. 

Treatment, at the beginning, must be given 
daily, and should be on the following lines: 
First, the mucous membrane should be irri- 
gated through the nasal passages, the patient 
being seated, and the douche-can suspended 
about 18 inches above the level of the field 
of operation. It is important that the solution 
employed should be non-irritating and of the 
correct osmotic tension. For routine purposes 
I employ Pulv. Alkalinus Co. (B.P.C.) or a 
2-percent solution of Yatren in water. The 
temperature of the solution should be between 
98° and 99°F., and approximately a pint and 


"Brit. J. Phys. Med., Mar., 1935. 
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ultra-short, are only to be determined clin- 
ically by the unbiased reports from general 
practice and electrotherapeutic experience. 


J. E.G. W. 


ABSTRACTS 


a half will be required to cleanse the throat 
and nasal passages from their covering of 
sticky mucus. The patient should then be 
placed in a recumbent position on the couch, 
with his head and shoulders raised on a 
cushion, and the cold quartz lamp brought 
into operation. 

For purposes of throat and post-nasal treat- 
ment I employ two burners, each of which I 
plug into the transformer box in turn. The 
first of these, for the throat, consists of an 
inverted U-shaped quartz tube, the ends of 
which are fitted to the handle. When the cur- 
rent is switched on, the arc is made auto- 
matically through the whole length of the 
tube. A metal guard is placed over the U 
tube, leaving only the end open, in order to 
protect the mouth from the ultra-violet rays. 
The burner is then inserted into the patient’s 
mouth and the exposed portion of the arc 
brought into close approximation with the 
mucous membrane at the back of the throat. 
The special burner for post-nasal treatment 
consists of a Y-shaped tube shaped like the 
head of a pitchfork, the “prongs” of which are 
approximately an inch apart so that they can 
be inserted into the nostrils and along the 
nasal passage. It is essential to protect the 
skin of the nasal septum and upper lip by 
means of a small shield of surgical strapping 
placed round the fork of the burner. 

During the administration of the ultra-violet 
rays it is advisable to instruct the patient to 
keep his eyes firmly shut, and the operator 
should, in all cases, take the precaution of 
wearing protective goggles. On each occasion, 
after using the lamp, the mucous membrane 
of the throat is swabbed with Crooke’s Col- 
losol 2-percent mercurochrome, and in addi- 
tion astringent drops are given (Liq. picis 
carb., minims 15; glycerin, minims 10.; aq. ad. 
1 oz.), three drops to be put into each nostril 
every morning on rising, by means of a small 
dropper. 

A most important consideration with regard 
to ultra-violet treatment, is that of the dura- 
tion of each treatment and the intervals be- 
tween. For the post-rmasal and pharyngeal 
mucous membrane, the maximum effective 
dose is one of about five minutes’ duration, 
using the cold-quartz lamp as described above. 
This dose must be attained by the use of a 
graduated scale, both as regards time and 
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interval. Owing to the extreme sensitivity 
of the mucous membrane, in some cases, to 
actinic rays, it is advisable to begin with a 
dose of twenty seconds only. This may be 
increased on the second day, if no reaction 
has occurred, to half a minute, and on the 
third day to three-quarters of a minute. It 
is advisable then to miss one day before giv- 
ing a dose of a minute. From this point treat- 
ment should be given every third day, increas- 
ing each time by a quarter of a minute, always 
supposing that no reaction has occurred, until 
a dose of two minutes has been reached. 

Treatment at this stage will have taken 
approximately three weeks, and a swab 
should be cultured from the throat to decide 
whether sufficient progress is being made. 
Naturally the test should be made before and 
not after a treatment. If all is well, we can 
continue at the same rate; that is, increasing 
the dose by a quarter of a minute each time 
and giving treatment every third day for a 
further fortnight—the dose being then three 
and a half minutes. Thereafter it will be suf- 
ficient to continue the treatment twice weekly 
until we have reached the full dose of five 
minutes. This will take a further three weeks, 
so that a total of two months will be required 
to reach the maximum dose. If tests taken 
at this point indicate the necessity of further 
treatment, the dose should not be increased, 
but the treatments may be given once or 
twice a week, according to the requirements 
of the case. 

J. D. Hrnviey-Smrrs, 
M.R.C.S. (Enc.), L.R.C.P. (Lonp.). 
London, Eng. 
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Massage in Internal Medicine* 


ORE universal use should be made of 

massage for all convalescents from acute 
diseases. The ready availability and the use 
of proper massage should be a great saving 
factor economically in all such conditions. 
The use of massage in conjunction with other 
remedial measures should shorten the total 
duration of an illness and aid in returning 
the individual more promptly to his or her 
occupation. 

Specific indications for massage are self- 
evident in a multitude of intestinal ailments, 
blood dyscrasias, post-paralytic atrophies, 
arthritis of a chronic type, organic and func- 
tional nerve disorders, athletes, irrespective 
of age, and last but not least, all: individuals 
in advanced life. The réle that passive mas- 
sage can effectually play where exercise is 
prohibited, is one that is often overlooked. 
This is particularly true in cardiac cases 
where the nature of the disease limits, if not 
prohibits, the normal activity of the physical 
body. With due respect to the fact that many 
individuals claim never to exercise, it is gen- 


*The New York Physician, Oct., 1934. 
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erally conceded that active or passive mus- 
cular stimulation is essential to the main- 
tenance of proper health. When this cannot 
be done by means of voluntary activity, in- 
troduction of massage is specifically indicated. 

Many massaging machines of an electrical 
or mechanical nature have been introduced 
to the laity and the profession during the 
past several years. It is claimed that these 
machines replace the hands of the trained 
masseur. It must be granted that to some 
degree this is probably true, but on the other 
hand, it also is universally acknowledged 
that a mechanical or electrical device can 
never assume the thinking réle that a mind 
possesses. Therefore, whereas a mechanical 
device may simulate, in part, the manipula- 
tions of the masseur, it never can do more 
than be a poor substitute for the individual 
of professional ability. 

Mitton A. Brinces, M.D., F.A.C.P. 
New York City. 
————- 
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Radium in Urgent Cases* 


[N the case of enlarged thymus of the new- 

born, where immediate prevention of suf- 
focation is necessary, a radium pack placed 
over the upper sternum will bring relief with- 
in a very few hours. We have applied 100 
milligrams, in pack form, for 2 hours in a 
case of a two-day-old baby who was dysp- 
neic and cyanotic and for whom the prognosis 
seemed hopeless. Satisfactory results followed 
within 3 to 4 hours. 

Postoperative parotitis is a very serious 
condition which usually results fatally. We 
have found radium therapy of distinct value 
in relieving such conditions. A small pack 
made of 50 milligrams of uniformly distrib- 
uted radium at a moderate distance, applied 
to the involved parotid area for 4 to 6 hours, 
generally brings relief. 

In urgent uterine hemorrhage, radium ther- 
apy is the method of choice. The dose de- 
pends upon the age and condition of the 
patient and the kind and extent of the lesion. 
In some instances of uterine bleeding in 
young girls, from 1,000 to 2,000 milligram 
hours will stop the bleeding. In other cases, 
direct insertion into the uterus of a rubber 
sound containing radium tubes in tandem, is 
required. In mild cases a small dose of 300 
to 800 milligram hours is sufficient, while in 
some cases 3,000 milligram hours are required. 

In the case of toxic goiter we have seen 
radium, applied to the thyroid areas of the 
neck, give marked relief within 48 hours. 
A dose of 500 to 1,000 milligram hours, over 
a period of 2 to 3 days, is usually employed. 


*Radiol. Rev., March, 1935. 
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Small hemangiomas in children at birth 
are very readily curable by immediate ap- 
plication of small quantities of radium di- 
rectly on the lesion. Small doses of 10 to 100 
milligram hours are used, depending on the 
size of the lesion. 

We have found radium therapy to give 
occasional relief when used for trigeminal 
neuralgia. Application is made directly over 
the temporal area of the nerve, 100 milli- 
grams for 4 to 8 hours being used. 


Tra I. Kapran, B.Sc., M.D. 
New York City 


—_—_—_ oO "" 


Heat Treatments* 


f LECTRIC heat is most commonly used be- 

cause of its convenience and applicability, 
usually by means of a radiant or luminous 
lamp, 250 watts, for local use, and approxi- 
mately 1,500 watts for more general applica- 
tion, or portable or cabinet bakers with mul- 
tiple lamps. 

Because of their sedative effect on nerve 
ends and their penetration of superficial tis- 
sues, they have a wide range of application. 
Local treatments may be given from 15 to 45 
minutes in most conditions, affecting small 
skin areas, muscles, nerves, bones and joints; 
or an optional degree of heat continuously, as 
in peripheral vascular diseases. 

Body exposurers are available in light cab- 
inets, with carbon-filament lamps for diseases 
requiring skin elimination, or with tungsten 
filaments for their neuro-vascular effects. 

The dry-air heat bakers have a special 
indication in the treatment of local parts with 
extremely high temperatures, in patients with 
chronic arthritides and neuritides, who are 
free of arteriosclerosis, hypertension or car- 
diac diseases. 

Diathermy presents a very effective agent 
for the application of heat to the deeper struc- 
tures. The advance made in this form of 
therapeutics has increased our facilities for 
beneficial results in chronic diseases. Included 
in its many effects are dilatation of vessels, 
increase of blood and lympth supply, sedation 
to sensory and motor nerves, relaxation, in- 
crease of nutrition and resorption of exudates. 

Locally, it is efficacious wherever heat is 
indicated—arthritides, articular and_periar- 
ticular; diseases of the spinal cord; neuritides; 
angina pectoris; coronary disease; fibrous 
ankylosis; synovitis; myositis; peripheral vas- 
cular diseases; and ununited fractures. In 
the form of autocondensation it is palliative 
in all types of hypertension. 

The excessive heat of diathermy is not well 
tolerated in cardiac affections with decompen- 


*Archiv. Phys. Therapy X-Ray, Rad., Mar., 1935. 
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sation, pulmonary diseases, functional neu- 
roses; in many chronic diseases characterized 
by exacerbations, and by the aged. 


Dr. I. M. LEAvy. 
New York City. 


BOOKS 


Compton and Allison: Theory of 
X-rays 
-RAYS IN THEORY AND EXPERIMENT. 
By Arthur H. Compton, Ph.D., Sc.D., 
LL.D., Nobel Laureate, 1927, Charles H. Swift 
Distinguished Service Professor of Physics, 
University of Chicago; and Samuel K. Allison, 
Ph.D., Associate Professor of Physics, Uni- 
versity of Chicago. Second Edition of X-Rays 
and Electrons by Arthur H. Compton. New 
York: D. Van Nostrand Company, Inc. 1935. 
Price, $7.50. 

Now we have, in English, a complete treat- 
ment of our knowledge of x-rays, covering 
both the fundamental principles and the study 
of crystal structure. Every fact and every 
principle is fully and clearly explained with- 
out superlatively difficult mathematics. More- 
over, continual emphasis is placed upon the 
physical interpretations of this necessary 
mathematics. A mastery of this book will give 
one that command of theory so essential to 
successful research in this field. It will en- 
able one to familiarize oneself fully with this 
entire subject, brought fully up-to-date. Thous- 
ands of experiments have been summarized 
in convenient tables for easy reference and 
hundreds of figures illustrate results in clear, 
graphic form. 

This is not a book to help the clinical roent- 
genologist, or any other clinician, in his prac- 
tical work, but if he is enthusiastic enough 
about it to dig into the subject from its theo- 
retical standpoints, he will find here a wealth 
of fascinating material. 


NEWS 


Radio-Frequency High-Voltage 
X-Rays 

y= Radiation Laboratory of the University 

of California has devised and constructed 
an apparatus for producing high voltages by 
the use of a radio-frequency resonance trans- 
former in a vacuum. Tests have shown that 
peak voltages of 700 to 1,000 kilovolts can be 
obtained by this apparatus and, when a suit- 
able filament was installed, x-rays with this 
range of peak energies were obtained. 

This apparatus is fully described in Radi- 
ology for February and March, 1935. 
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The Pecten and Anorectal Pathology 


By William A. Hinckle, M.D., Peoria, Ill. 


HE last two and one-half inches of the ter- 

minal bowel are the seat of more lesions 
and the source of more symptoms, both local 
and remote, than any similar area in the 
human body. 


The chief local pathologic conditions found 
in the one and one-quarter inches of the 
anal canal and an equal length of the adjacent 
rectum are hemorrhoids, prolapse, ulcers, ab- 
scesses, fistulas, fissures, cryptitis, polypi, hy- 
pertrophied papillae and cancers. 

Prominent among the local symptoms aris- 
ing from such conditions are pain, mild to 
agonizing; pruritus, annoying to torturing; 
bleeding, from a few drops that merely stain 
the toilet paper or stool to that which results 
in a profound secondary anemia; and chronic 
diarrhea or constipation, mild and transient 
to severe and obstinate. 


Among the more prominent remote or re- 
flex symptoms that may result from anorectal 
pathoses are backache, coccygodynia, sci- 
atica, arthritis, genito-urinary symptoms, gas- 
tro-intestinal disorders, toxemias, headaches, 
mental and nervous disorders, and many 
others. 

The reason for such frequency and variety 
of local pathoses and such an array of local 
and remote symptoms is to be found in the 
anatomic formation and physiologic functions 
of the anal area. Without an adequate 
knowledge of these, many simple therapeutic 
problems will remain unsolved. 


The Pecten 


Most of the lesions to which this two and 
one-half inches of terminal bowel is subject 
have their seat of origin in that narrow strip 
of anal lining, designated by Stroud as the 
pecten (see Fig. 1). The pecten is about one- 
third inch wide and is the upper one-third of 
the lining of the anal canal, according to 
American nomenclature, or the middle one- 
fifth, according to English classification. It 
lies between the white line of Hilton below 
and the pectinate line above. 


At about the fourth month of fetal life, 
the proctodeum, extending up from the site 
of the anus, meets and coalesces with the 
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After Abel 
Fig. 1. 


hind-gut, thus completing the anal canal and 
the terminal bowel. The pecten marks this 
line of union. Here the skin merges into 
mucous membrane. Below this line the blood 
supply is from the superficial inferior hemor- 
rhoidal vessels. Above, it is supplied by the 
deep superior arteries and veins. Below this 
line the superficial lymphatics drain the tis- 
sues. Above it function the deeper ones. 
Just below it, the voluntary external sphincter 
and adjacent tissues are supplied by the cere- 
brospinal nervous system. Just above it, the 
internal or involuntary sphincter and adjac- 
ent tissues are supplied by the sympathetic 
and para-sympathetic nerves. 


Crypts and Papillae 


Projecting upward from the pectinate line 
and forming part of it, are usually found six 
to ten small papillae or teats. These papillae 
are plentifully supplied with sensory nerve 
filaments. When inflamed or hypertrophied, 
they often give rise to local and reflex symp- 
toms. Behind the pecten, dipping down into 
the submucosa from the pectinate line just 
above, are found a like number of small 
crypts or culdesacs, varying from about one- 
eighth to one-fourth inch in depth. 


These crypts are very important from a 
proctologic standpoint. Their size, structure 
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and location make inadequate emptying and 
drainage of frequent occurrence. Erosions, 
elongations, infection and toxic absorption are 
thus frequent complications. The réle of the 
crypts, which for a quarter of a century was 
ignored, denied and ridiculed by orthodox 
proctologists, has, in the past few years, been 
more and more recognized as of paramount 
importance. 

Absorption or infection, carried downward 
from the crypts by the superficial lymphatics, 
may result in anal dermatitis and pruritis, 
or in a superficial abscess and subcutaneous 
fistula. Again, such infection may be car- 
ried latterly, by the deeper middle lymphat- 
ics, through or between the sphincters, pro- 
ducing an abscess in the ischiorectal or 
pararectal tissues that may terminate in a 
more complex and serious type of fistula. 


Should such infection follow the deep su- 
perior lymphatics, submucous or supralevator 
abscesses may result, with serious sequelae. 

The structure and location of the crypts and 
their paramount réle as the cause of local 
infection, abscess and fistula, explains why 
nearly all anorectal fistulas have their internal 
opening at the pecten, in a crypt. 


Pectenosis 

Chronic infection, irritation and congestion 
of these crypts often result in a fibrosis of the 
pecten. This fibrosed band can readily be 
felt with the examining finger, like a con- 
stricting string tied about the anal lining at 
that point. Many constrictions of the anal 
canal, which were formerly classified as hy- 
pertrophied or spastic sphincters, are but pec- 
tenoses or fibroses of the pecten. A differ- 
entiation of these conditions is easily made. A 
constricted anal canal due to spastic or hyper- 
trophied sphincters will relax under either 
local or general anesthesia. A fibrosed canal 
will not. 


Pectenosis and Fissures 


The normal elasticity of the anal lining is 
much lessened or entirely absent in pectenosis. 
As a result, distension, as from a constipated 
stool, will tend to laceration and fissure for- 
mation. My observations in a rather large 
number of cases have convinced me that anal 
fissures appear first in this fibrosed area. 
Later they may extend deeper and downward 
or upward, or both. Seldom have I found 
a fissure starting in a lacerated crypt. 

This fibrosed and inelastic band tends to 
pull apart the lacerated edges of the fissure 
with each succeeding stool, and so prevents 
healing. Were it not for this lack of normal 
elasticity, a fissure should heal as readily as 
an incision of the anal lining. Treatment by 
divulsion or incision of the sphincter, or by 
excision or incision and drainage of the in- 
volved tissues alone, or by removing the ad- 
jacent crypt—any or all of these methods will 
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cure fissure, if properly done, because all of 
them sever the constricing band. 


Pectenosis and Hemorrhoids 

While pectenosis may not be a direct and 
primary cause of hemorrhoids, it frequenly 
complicates and aggravates that condition. 
The rectum receives its main blood supply 
from branches of the superior hemorrhoidal 
artery, which perforates the muscle coat 
on either side at about the middle of the 
rectum. These branches then redivide and 
pass downward in the submucosa to the 
anorectal junction. In the last inch of this 
rectal submucosa they anastomose freely with 
the returning veins and with the middle and 
inferior hemorrhoidal vessels. These anasto- 
mosing vessels, called the hemorrhoidal 
plexus, constitute the “pile-bearing inch or 
area.” The lower boundary of this area is 
the pecten. 


The superior hemorrhoidal veins have no 
valves. As a result, the erect position of the 
human species, congestion of the portal cir- 
culation, exertion accompanied by contraction 
of the abdominal wall and compression of its 
contents, all tend to congest the blood in the 
lower rectum. Constipation, over-distension 
of the rectal wall, straining at stool, prolonged 
use of cathartics, proctitis, etc., still further 
increase the local congestion and tend to 
loosen the mucosa from the underlying muscle 
coat and so deprive the vessels of their normal 
support. : 


The increased pressure within and the 
decreased support outside permit the vessels 
in the pile-bearing inch of the rectum to dilate, 
varicose and proliferate. This still further 
loosens the mucosa from the muscle coat and 
hemorrhoids make their appearance. Pecten- 
osis may result from the accompanying irri- 
tation and impede the vascular and lymphatic 
drainage through the inferior and superficial 
vessels and still further aggravate the situa- 
tion. Conditions are then more than favor- 
able for a local infection, which doubtless 
also plays its part in the production of 
hemorhoids. 


Pectenosis and Constipation 

The constricted anal canal, which nearly 
always accompanies pectenosis, results in an 
obstructive type of constipation. If this con- 
striction is complicated by hemorrhoids, the 
obstructive tendency is increased. Many 
cases of chronic constipation are quickly and 
permanently relieved by enlarging the anal 
outlet and by curing internal piles that tend 
to prolapse and obstruct. 

The superior lymphatics, which drain the 
lower rectum pass upward with the superior 
hemorrhoidal vessels. They also anastomose 
with the middle and inferior lymphatics 
which follow the vascular supply. Thus tox- 
ins and bacteria, so common in the hem- 
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orrhoidal area, are readily absorbed and car- 
ried to distant parts of the body. As a focus 
of infection, the terminal bowel has been too 
long ignored. 


Reflex Symptoms 

The nerves and nerve-centers supplying this 
important two and one-half inches of termi- 
nal bowel are intimately associated with those 
supplying the genitalia and urinary organs. 
Anorectal reflexes referred to these organs 
are very common. But such reflex symptoms 
are by no means confined to these adjacent 
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areas. They frequently effect remote parts 
of the body. 

Aside from the local trouble, anorectal path- 
oses may be responsible for disorders in other 
parts of the body, by local obstruction and 
by toxic absorption, as well as by reflex 
irritation. 

Let me repeat: The last two and one-half 
inches of the terminal bowel is the seat of 
more lesions and the source of more symp- 
toms, both local and remote, than any similar 
area in the human body. 

Jefferson Bldg. 


NOTES AND ABSTRACTS 


——— 


A Clinical Study of Chronic 
Ulcerative Colitis* 


p eer says that ulcerative colitis is com- 
paratively rare. Only 73 such cases en- 
tered the medical wards of the Peter Bent 
Brigham Hospital, out of 27,659 admissions. 
Pus and blood in the stools may occur in 
other conditions, but are characteristic of 
ulcerative colitis. Sigmoidoscopy shows these 
discharges coming from the ulcerated mu- 
cosa. The diagnosis is confirmed by eliminat- 
ing infection with the tubercle bacillus, ent- 
ameba histolitica, and the Shiga and Flexner 
organisms. 

Symptoms vary from mild to violent; stools 
from “looseness” to twenty, thirty, or even 
more in twenty-four hours. Rectal involve- 
ment gives rise to tenesmus and much dis- 
comfort. Severe localized pain, with local- 
ized tenderness in the abdomen, suggests 
impending perforation. 

Blood changes are not characteristic. The 
leukocyte count is usually near normal. A 
high count suggests involvement of the perit- 
oneal coat and possible perforation. Second- 
ary anemia may occur from constant loss of 
blood, though 60 percent of cases had normal 
blood counts. 

As the condition is of unknown etiology, 
the treatment must necessarily be systematic 
and general. It is advisable to tell the patient 
or family that progress will be slow and un- 
certain. Rest in bed, with a non-irritating, 
low-residue diet, is indicated until the stools 
are normal. Milk, though theoretically con- 
traindicated, should be included in the diet 
because of its established worth. Beef, lamb 
and chicken muscle do not disturb the colon. 
Though no vitamin deficiency has been 
demonstrated, cream and butter should be 
given freely for their vitamin A _ content. 
Vitamin B may be given as yeast. Orange 


*New Eng. J. of M., Nov. 15, 1934. 


and tomato juice will supply sufficient vita- 
min C, even when given in quantities too 
small to stimulate peristalsis. 

Bismuth subcarbonate, a teaspoonful three 
to five times in twenty-four hours, is of real 
value. Tannigen, given in 15-grain (1 Gm.) 
doses, three to five times in twenty-four 
hours, sometimes works well, especially in 
mild cases. Opium, the deodorized tincture, 
in doses of 8 to 15 drops (0.5 to 1.0 cc.), three 
to eight times in twenty-four hours, may be 
needed to help control the diarrhea. 

The value of Bargen’s vaccine has not been 
convincing in their cases. Colon irrigations 
are ill-advised. The author has never seen 
any good results and has often seen harm 
ensue. Surgery is indicated only when there 
is sufficient amount of scarring to preclude 
all hope of a cure, and when perforation 
threatens. 

—_ ee 


Simple Adenomatous Polyp of 
the Rectum* 


¢ Benoa, of Boston, thinks that constipa- 
tion cannot be a common factor in the pro- 
duction of carcinoma of the rectum, since the 
former is vastly more common than the 
latter. Nor can trauma or irritation be as- 
signed as a probable cause. The anorectal 
area, with its hemorrhoids, fistulas and benign 
ulcerations, is far more subject to trauma 
and irritation than the upper rectum, yet 
over 80-percent of the rectal cancers are found 
well above the anorectal area. 

The adenomatous polyp is a much more 
likely factor in the development of rectal 
malignant disease. Such polypi are often 
found in that part of the rectum where cancer 
occurs. About 75 percent of colon polypi are 
found in the rectum. This is about the pro- 
portion of rectal cancers to those found in 
other parts of the colon. Cancers and polypi 


*A. J. of Cancer, Oct., 1934, 
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frequently coexist, and the latter are some- 
times found undergoing malignant changes 
at the base. 

The symptoms of adenomatous polypi—dis- 
comfort, derangement of function, a sense of 
fullness and soreness, sometimes tenesmus 
with unsatisfactory and incomplete stools con- 
taining mucus and occasionally blood—are all 
suggestive of the early symptoms of rectal 
carcinoma. 

The smaller growths are easily destroyed 
by careful desiccation with diathermy. If 
situated low in the rectum or if attached to 
a long pedicle, the tumor may be removed 
with a clamp and cautery. 


W. A. H. 
i 
The Problem of Functional 
Diarrheas* 


T= presence of visible or microscopic pus 
or blood obviously identifies any case of 
diarrhea as of organic origin, provided, of 
course, hemorrhoidal or other contaminating 
sources are excluded. The outstanding 
clinical characteristics of an organic diarrhea 
are pain, tenesmus, fever and proctoscopic or 
x-ray evidences of inflammation or ulceration. 
In organic diarrheas it is further quite essen- 
tial to determine the etiologic factor, which 
should be removed by the most direct and 
certain methods possible. 

I am particularly ‘eager to picture him who 
comes complaining of dyspepsia, gas, noises, 
feelings of pressure, belching, the passing of 
flatus, abnormally loose, foul stools, alter- 
nating periods of diarrhea and constipation, 
abdominal discomfort of various kinds, etc. 
Such is the picture usually presented by the 
individual suffering from a chronic functional 
diarrhea arising from physiologic disturbances 
of gastric, pancreatic or intestinal origin. 

Marked clinical improvement may come 
from dietary adjustments, by reducing or 
eliminating the type of food found to be in- 
adequately digested following the giving of 
a test diet, such as the Schmidt test diet, 
which furnishes a balanced ration of carbo- 
hydrate, protein and fat in easily digested 
form and free from roughage, so that nor- 
mally it digests completely, leaving a firm 
residue. 


Wu S. Horn, M.D. 
Fort Worth, Texas 


*Internat. J. Med. and Surg., 47:363, Sept., 1934. 
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Carcinoma in the Young 


D2 not be misled into excluding carcinoma 

because the patient is young. Dudley 
Smith, of San Francisco, reports a case of 
adenocarcinoma of the rectum in a boy eleven 
years of age. He finds only three other such 
in the literature. The case was treated with 
radon seeds. In three weeks’ time the growth 
had entirely disappeared, leaving only a scar 
which could be felt but not seen. The Doctor 
does not say how long the case was under 
observation after treatment before the report 
was made. 


W. A. H. 
— ————} —— - 


BOOKS 


Lockhart-Mummery: Rectal and 
Colonic Surgery 


ISEASES OF THE RECTUM AND COLON 

AND THEIR SURGICAL TREATMENT. 
By J. P. Lockhart-Mummery, F.R.C.S. Eng., 
M.A., M.B., B.C. Cantab., Senior Surgeon to 
St. Mark’s Hospital for Cancer, Fistula and 
Other Diseases of the Rectum, Etc. Second 
Edition. Baltimore: William Wood and Com- 
pany. 1934. Price, $10.00. 

This is a thoroughly orthodox and almost 
wholly surgical treatise on the management 
of diseases of the rectum and colon which, as 
the author remarks in his preface, cannot be 
separated in clinical practice. 

The simpler, but (in this country, at least), 
highly satisfactory office methods in proc- 
tology, are almost entirely absent, though the 
author does describe the injection treatment 
of hemorrhoids, which he considers far in- 
ferior to their surgical removal. He mentions 
only solutions of phenol in oil for producing 
the desired sclerosis. Nothing is said about 
such matters as cryptitis or the pecten and 
its importance. 

As a basic work on the embryology and 
anatomy of the rectum and colon and the 
established (if sometimes obsolescent) surgical 
measures for treating their abnormalities, this 
well-made volume is excellent. There are 
plenty of instructive illustrations and the 
author’s comments are largely drawn from his 
own wide experience. 

Every proctologist, whether specialist or 
general clinician, needs a fundamental book 
along this line, and this one may well find 
a place in the libraries of any who are treating 
rectal diseases. 


IT IS MORE BLESSED TO GIVE THAN TO RECEIVE 
If you have treated a sufficient number of cases of anal fissure, by both 


divulsion and 


incision, to be able to judge of the relative merits of the two, 


write the Editor of this Department and tell us which you prefer and why, 


giving your technic, and we will pass it on to the profession—W. A. H. 
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Institutional Practice of Medicine 


HE old adage runs: “It never rains but it 

pours”; which, being translated, means, 
calamities never come singly, but in groups. 
As applied to the medical profession in these 
troubled times, it means, not only has the 
doctor to contend with the general depression, 
but he must also meet the menace of State 
Medicine in its various phases of lay inter- 
ference, and, in addition, cope with evils 
arising in the profession itself. 

It is unfortunately true that there are cer- 
tain conditions in the practice of medicine 
which threaten the very life and existence of 
the profession. Charlatans of every descrip- 
tion are preying upon the sick; the radio is 
broadcasting its pernicious advertisements to 
every nook and corner of the land; faith- 
healers and devotees of numerous other cults 
are claiming vast tribute from the credulous 
public. And so the giddy whirl goes on, to 
the detriment of the ailing and the serious 
inconvenience of the doctors whose profession 
is being jeopardized. 

More pernicious than all of these, if that be 
possible, because of its treacherous character, 
is what is now known as “institutional prac- 
tice of medicine.” By this is meant the actual 
treating of patients, for fees of varying grades, 
by medical institutions in their socalled “free 
clinics.” These “clinics,” “medical centers” 
and “medical groups,” have sprung up where- 
ever medical schools and colleges exist, and 
they are doing a thriving business. It is 
true many of the patients so treated are bona 
fide charitable cases, receiving their advice 
and treatment free and their medicine at 
nominal prices. Enough, however, are treated 
for a fee to make a serious inroad upon the 
practices and incomes of the physicians who 
are plying their vocation in the vicinities of 
these institutions. 

For instance, one of these “clinics” in Chi- 
cago states that last year it tended 160,000 
persons, of whom, it admits, 20 percent were 
charged a fee. In other words, 32,000 patients 
visited this clinic who were charged, and paid, 


a fee for the services rendered. If this fee 
were but one dollar, it means $32,000 taken 
from the incomes of the doctors of the sur- 
rounding district. The fee, however, in many 
instances was more, even $3, thus approxi- 
mating a total of from $96,000 to $100,000 
which should have gone to the struggling 
practitioners of the district. Another “clinic” 
in the same city reports an even larger at- 
tendance of patients for the year, every one of 
whom was charged a fee of not less than $3. 
Therefore, approximately $500,000 to $600,000 
was paid into the socalled “free” clinic by 
the patients who were treated. 

Incidentally, it seems to us it would be very 
desirable if all the institutions running these 
clinics should be compelled to publish, an- 
nually, audited statements of the moneys col- 
lected from patients. This might throw 
another different and very interesting light 
upon the subject, which now is befogged by 
the published statement. that “80 percent of 
the attendants were charity patients.” A lit- 
tle accurate calculation in profit and loss is 
sometimes very illuminating. 

A very important department of medical 
schools and colleges is that covering the clin- 
ical or bedside instruction of the students. 
Without such a department, the medical cur- 
riculums would be largely theoretic or didac- 
tic, and the element of observation, which is 
so valuable in imparting knowledge, would 
be lost to the students. Formerly, to meet 
this requirement, the preceptors took their 
student helpers on their rounds of private 
practice, where they acquired first-hand 
knowledge of clinical or practical medicine 
and surgery. Later, this crude method was 
supplanted by bedside instruction in the alms- 
houses and city and county hospitals, where 
the pauper element of the sick and incap- 
acitated was cared for. As the classes in the 
medical schools increased in size, this ward 
or bedside instruction was found to be inade- 
quate to meet the requirements. Hence arose 
the establishment of institutional “clinics.” 
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So long as these clinics limited their scope to 
the really indigent who did not, and could 
not, pay a fee for medical attendance, as 
proved by efficient social service investigation, 
all was fair and good. 

The trouble arose when these clinics began 
the present system of fee charging. By those 
who have not looked closely into the matter, 
this evil has been underestimated. We are, 
therefore, calling their attention to the subject 
at this time. At first, only the local medical 
men felt the real injustice; but, with the 
rapidly increasing size and scope of the clinics, 
the entire profession of the community or 
municipality came under the depressing in- 
fluence of the pernicious custom. The ob- 
vious result has been that the medical schools, 
colleges and universities adopting the insti- 
tutional “free clinic” find themselves, today, 
in the anomalous position of accepting money 
from their students (and future alumni) for 
the privilege of instructing them in medical 
lore and conferring upon them the coveted 
degree, and then entering into unfair and 
destructive competition with those of their 
graduates who are plying their vocation in 
the communities in which the institutions are 
located. Such a position is untenable and 
reprehensible to the Nth degree, and should 
not be tolerated for a moment. 

There is another side of the question which 
is equally pernicious and unethical. The 
visiting, consulting and attending staffs of 
these clinics naturally are chosen from the 
medical and surgical instructors of the given 
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institution. No one else has access to these 
coveted positions. Moreover, there is often 
an implied assumption by these clinicians of 
a superiority in medical and surgical skill, 
which is not always substantiated by facts. 
Many of these men are poor diagnosticians 
and practitioners, although excellent in re- 
search work. For instance, in a certain city, 
we hear of a young man of about six years’ 
training who is holding the position of As- 
sociate Professor in his department of surgery, 
and who now boasts that he will not take care 
of a private case for less than $125. By in- 
nuendo, he is an expert in his subject; but 
his limited experience of six years would not 
justify this assumption of superior ability and 
skill. Moreover, this young aspirant is a full- 
time man in his institution, which collects the 
fees he charges and pays his salary from the 
money so collected. The more he collects, 
the greater his financial return. Obviously, 
it behooves him to “get” all he can. In 
what respect, may we ask, does this method 
differ from that adopted by charlatans of 
every description? 

From this brief survey of a really great 
evil, it seems to us that a careful investigation 
of this “internal” medical defect should be 
made by the medical profession of the land. 
Let us clear our own skirts, wash our own 
linen, before we endeavor to correct the evils 
emanating from without the profession. 

W. A. Newman Dortann, M.D., F.A.C.S. 

Chicago, Il. 
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"How Is 1+?" 
It Is Just This Way! 


‘HEN any of us tell another of us some- 
thing that both of us already know, we 
nod our heads and say, “Just so!” 

There is no question that every word of 
Dr. F. R. Braune’s “How Is It?” on page 133 
of the March number of this magazine, is the 
gospel truth; but what are we doing about it? 
Telling each other about it avails little or 
nothing. 

In my opinion, Dr. Braune’s queries should 
be shouted from the proverbial house tops, or 
better, perhaps, from the loud speakers of 
every radio receiving set in the land. 
Let us try to get to the ear of the lay public. 
Perhaps some of these ears have a direct line 
to the minds and consciences of some of the 
public who might complain about the $50 


BSTRACTS 


bill for the severe illness; those who fail to 
note that the physician saved the life of the 
useful or valuable citizen; those who criti- 
cize the (lucky) physician who takes a va- 
cation; those who fail to pay the overdue 
accounts, etc. 

Why not stop telling. each other what we 
already know and begin a campaign of educa- 
tion by telling the ones we want to teach the 
things we know to be true—every-day hap- 
penings, but which we have been keeping 
quiet about. 

In the specialty that I practice, we have 
to have all the training and preparation for 
general practice, and besides have to buy and 
keep up expensive equipment and apparatus, 
employing specially trained assistants, and 
pay large rental for the large space necessary 
for our establishments. Physicians who refer 
patients to radiologists seem to overlook these 
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necessarily expenive items and, far too often, 
give their patients to understand that the fees 
due us for our services are but a small 
amount. They fail to realize that our over- 
head expense is from 55 to 75 percent of our 
fees. 

The public has been the real offender in 
what Dr. Braune complains about in his 
communication; but we, as members of the 
medical profession, have been sitting back, 
smugly twirling our thumbs because we knew 
that we were right, just and honorable. We 
(particularly the older ones) have done this 
so long that it has become a part of our 
behavior and daily conduct. Even though I 
belong to these older members of the medical 
profession (having practiced for more than 
thirty years) I feel that, if any beneficial 
action to combat or overcome the present un- 
desirable situation is to be undertaken, this 
should be done, or at least begun, as soon as 
possible. At the present time and under the 
present economic conditions, things are as 
bad, in this regard, as they will ever be in 
the lives of those who read this. Let us get 
busy and make an effort to improve matters, 
using the pages of this magazine as a platform 
to air our views and propound our theses. 


Let us then be up and doing; 
Let us start, and set the gait. 
Let’s get going, start pursuing, 
Not sit still and moan our fate. 
I. S. Trostter, M.D. 
Chicago, Illinois. 


o—__——_ 


The Wagner Labor Bill and Prices 


iy the Wagner Labor Bill (S. 1958) should 
become a law every one of us would have 
to pay higher prices for everything we buy. 

When read carelessly, this bill looks harm- 
less enough, but if studied, it becomes evident 
that its effect would be to compel every em- 
ployer of labor, 51 percent of whose workers 
wanted to join one of the labor unions, to 
establish a “closed shop” and fire any 
employees who refused to join the union. 

Past experience with the labor organiza- 
tions (which now collect $70,000,000 a year 
in dues, much of which is used for propa- 
ganda) suggests that when, as and if they get 
more power, including an annual income 
of four or five hundred millions of dollars, 
they will use it, not for the public welfare, 
but for consolidating their own position, at the 
expense of the rest of us. 

Those who do not want to see their living 
costs go skyrocketing with no possible bene- 
fits to compensate for it, will do well to write, 
at once, to their United States Senators and 
Congressmen and tell them, in no uncertain 
terms, what they think about this disastrous 
bill. G. B. L. 
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Courtesy, St. Louis Post-Dispatch. 
THE MORE ABUNDANT LIFE 


Babies and ''Relief'’ 


As Associated Press report states, that 
between October, 1932, and October, 1933, 
236,880 babies were born to families on the 
relief rolls; and during the four years ending 
on the latter date, 1,612,891 babies arrived in 
such families and, according to present indi- 
cations, will spend their entire lives as recip- 
ients of public support (which means that 
WE, the taxpayers, will pay for their keep). 

The Bills, S-600 and HR-5600, now before 
the Senate and House judiciary committees, 
would make possible the inclusion of birth 
control clinics in the public health program 
of the Federal Government. 

Better write to your representatives in the 
Congress and tell them what you think about 
this matter. 

a 


The Advertising Pages are part of what 
you pay for. Use them! 


2 


Medical Service at the Ford Plant* 


T HE medical job of the doctors at the Dear- 
born plant of the Ford Company is equal 
to that in a city the size of South Bend, Ind., 
Waterbury, Conn., or El Paso, Tex. These 
doctors treat more than 60,000 cases every 
month, only about 6 of which require hospital 
care. Even the most minor and “trivial” con- 
ditions are treated, on the company’s time. 
Twenty percent of the employees (12,000 in 
all) are more or less physically disabled, but 


*Abst. of Radio Broadcast, Nov. 18, 1934. 
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able to do certain work, and a change of jobs 
can be made on a doctor’s recommendation. 

Physicians daily inspect all food served to 
the men, and see that their lunches are eaten 
under proper conditions. The oils used in the 
machinery are treated with antiseptics, to pre- 
vent infections of the hands or arms. In very 
hot weather and in locations where excessive 
heat can not be prevented by ventilation, the 
furnishing of sodium chloride tablets, along- 
side the drinking fountain, to replace the salt 
lost through excessive sweating, has reduced 
heat prostrations from several hundred in 24 
hours to a half-dozen or so. 


W. J. CAMERON. 
Detroit, Mich. 


A LIVING FOR THE DOCTOR 


BOOKS 


How Your Taxes are Spent 


OST OF GOVERNMENT, 1923-1934. New 

York City: National Industrial Conference 
Board, Inc., 247 Park Avenue. 1934. Price, 
$1.00. 


You and the rest of the taxpayers are turn- 
ing over to the various governmental agencies 
$9,500,000,000 a year—one-fifth of the national 
income! How are these agencies spending this 
collossal sum and the other five billion or so 
which they are now spending every year, thus 


—_———_-@e-___—_—- 


Look for FACTS AND COMMENTS among 
the advertising pages at the back. 
—_——_——-o-—-——-——"—— 


Who Pays? 


W HEN you read in your newspaper that 
“U. S. will pay for the new $25,000 post 
office in Squash Hollow,” just turn the capi- 
tals into small letters and take out the periods 
and see what you have. It is us—the tax- 
payers—who will have to settle for all these 
political jobs of work! That is something to 
think over and tell your Congressmen about. 


putting a mortgage on your children and your 
grandchildren and probably on their children 
also? 

This little brochure of 46 pages will give 
you, in brief and graphic form, an idea of 
what government is costing you and, perhaps, 
to some extent, why. Every voter and tax- 
payer ought to read it before the next local, 
state or national election—and then let his 
conscience and his patriotism be his guide. 


—_————__@--—-———_- 


I have often said the Ciinicat MeEpIcINE 
AND SurGeRY is the most practical journal J 
ever read.—A. O. S., M.D., Oregon. 


A SYMPHONY OF LIFE 
To live content with small means; to seek elegance rather than luxury 
and refinement rather than fashion; to be worthy, not respectable, and 
wealthy, not rich; to listen to stars and birds, babes and sages with open 
heart; to study hard; to think quietly, act frankly, talk gently, await 
occasions, hurry never; in a word, to let the spiritual, unbidden and un- 


conscious, grow up through the common—this is my symphony.—WILLIAM 
Henry CHANNING. 


e-——- —_—- 


SNIPERS FOR COMMUNISM 


Few people grasp the fact that certain well organized minorities are en- 
gaged in a snipping campaign against everything that is American. These 
minorities look with great pleasure upon all legislation that runs the gov- 
ernment deeper in debt and places an additional tax burden upon the people. 
While in most instances these minorities go 'to the people with some form 
of an emotional appeal, some proposal which instantly attracts the attention 
of a large number because they believe it is progressive or liberal, if one 
could but lift the cloak under which these groups conceal themselves, one 
would find the real purpose quite different from the one stated. 

In making your analysis do not overlook the fact that there are a large 
number of persons'in this country who hold to the belief that before the 
people can further progress, we must scrap our Constitution and adopt 
what is commonly called a cooperative form of government. That .is the 
technical name for the form now operating in Russia. Many of those of 
this belief are of the further belief that the quickest, simplest and most 
certain method to attain their objective is to so increase taxes that property 
will have little or no value. They are logical in their reasoning. Burden- 
some taxes destroy property values——COoMMITTEE ON AMERICAN EDUCATION. 





THE SEMINAR 


"A MONTHLY POSTGRADUATE COURSE" 
a 


(NOTE: Our readers are cordially invited to submit fully worked up 
problems to the Seminar and to take part in the discussion of any or all 
problems submitted. 

Discussions should reach this office not later than the 5th of the month 
following the appearance of the problem. 

Address all communications intended for this department to The 
Seminar, care CLINICAL MEDICINE AND SURGERY, Waukegan, Ill.) 


Problem No. 3 (Surgical) 
Presented by Dr. Gustavus M. Blech, Chicago 
(See Ciin. Mep. & Surc., March, 1935, p. 136) 


R ECAPITULATION: A laborer, 46 years old, 
who had never had any significant illness 
or accident and who had been married but 
had begotten no children, complained of a 
painful swelling of his left wrist, without red- 
ness of the overlying skin. His temperature 
was 100.6°F.; pulse, 100; respirations, 34; blood 
pressure, 130/75; Wassermann reaction, neg- 
ative. His filtered urine showed neither al- 
bumin nor sugar. The tissues of the wrist 
were exquisitely tender, edematous, non-fluc- 
tuating, and had a brawny feel. The condi- 
tion was of relatively short duration. Surgical 
intervention had been proposed and refused. 

Requirements: (1) Probable diagnosis; (2) 
method or methods to confirm the diagnosis; 
(3) indicated treatment. 


Discussion by Dr. John Clark, Longton, Kans. 


I shall name first the diseases likely to be 
met at the wrist. Second, from the evidence 
submitted in this case, I shall, by exclusion, 
arrive at a probable diagnosis. Third, I shall 
suggest a line of treatment. 

The conditions most commonly seen at the 
wrist are malingering, hysteria, tuberculosis, 
sarcoma, inflamed tendon sheaths, pyemia and 
Neiser joint or gonococcus infection. 

Is this condition malingering? He is an 
Italian. He is a widower, without children 
and forty-six years old. He is an old soldier. 
These facts, with these transition days we are 
in, might give us something to ponder; but 
how to make malingering square with his 
fever, pulse and increased respiration is to 
me unthinkable. The same can be said for 
hysteria. 

Tuberculosis demands careful consideration 
in this case. This man’s fever, pulse and 
respiration would go along with a tuberculous 
joint. The history states that the character of 
the swelling on deep palpation, is tough 
tissue. It further states that there is no 


fluctuation. Dr. Blech emphasises that there 
is no redness about the joint. We get no 
word of heredity, of weakness, of loss of 
weight, or of any other foci mentioned in the 
history. In addition, if this is tuberculosis, 
we ought to find a history of a more gradual 
onset than we get here. Five days, and then 
a consultation, looks like an acute trouble, 
rather than tuberculosis. However, it should 
be stated that tuberculosis is sometimes latent 
in a joint and may follow a forgotten sprain or 
other injury to the joint. 

Was the first doctor correct in his diagnosis 
of pyemia? I have no idea what this joint 
looked like. Where is this swelling—on 
which side of the wrist? Is the swelling uni- 
form? Does it bulge? Are both active and 
passive motion of the joint limited? I can 
think of pyemia only under a more clear-cut 
description. 

Tendon sheath infection follows a wound. 
The inflammation interferes with the move- 
ments of the fingers. The affected side only 
is painful. The inflammation tends to spread 
along the course of the tendon sheath. I see 
no evidence of such a condition here. 


Sarcoma could well be a cause in this case. 
He is in the sarcoma age. His fever and pulse 
would go along with sarcoma. The history 
states that, on deep palpation, there is a 
fibrous feeling. Five days, if there is going 
to be fluctuation, ought to give time for it 
to show up. For this reason a roentgenogram 
ought to be made, which would show us the 
condition of the bone—a thing I should very 
much like to see in this case. 

What are the facts relative to gonorrhea 
of the joint? The patient is an Italian and a 
widower. He has a little fever. His pulse 
and respiration are in keeping with the fever. 
Absence of fluctuation in the joint; absence 
of color; and absence of injury to the joint 
would go along with gonococcus infection 
here. Then the first doctor used epsom salts 
for pain, but without relief. I can think of 
no other condition where epsom salts would 
not afford some relief. Taking for granted 
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that the wrist is the only joint affected, and 
that the joint is very painful all over, a 
gonococcus infection is my probable diagnosis. 

What can we do for this man? I would 
make him as comfortable as I could. I 
would open the bowel with a purgative. 
I would give him a supporting diet. I would 
defer surgery in this case indefinitely. 


Discussion by Dr. E. C. Junger, Soldier, Iowa 


The fact that this man had scarlet fever as 
a child, and diarrhea while in the Italian 
trenches and married soon after the Armistice 
was signed cannot have the slightest con- 
nection with his swollen wrist now. The fact 
that an Italian, married five years without the 
wife bearing 5 or 6 children in that period of 
time, might have some connection. 

What caused the turbid urine? Urates, 
mucus shreds or pus? Was the congested 
throat due to smoking; and were the anterior 
pillars of the fauces always congested, even if 
the tonsils seemed normal? 

Did this patient work out in the rain or 
cold? Did he use a shovel or a pick or a 
sledge or an ax, which might jar the wrist 
joint? Did he sweat at his work and cool 
off suddenly? Did he have a chill to begin 
with, before pain and swelling began? Does 
he perspire now? 

There seems no doubt that this man has 
an infection close to the wrist, even if not in 
the joint, and the infection is metastatic; but 
with no trauma and no other hint where it 
originated, it leaves us pretty much in the 
dark. If several diagnoses were made, why 
were they made and on what symptoms in 
the history? 

My diagnosis would be osteomyelitis. To 
confirm the diagnosis, make a microscopic 
examination of a smear from the throat and 
of the urethral discharge after “milking” the 
seminal vesicles and urethra. 

If fixation of the wrist and cold applications 
did not ease pain, while salicylates are pushed 
to effect during the first 24 or 48 hours, I cer- 
tainly would open that wrist. The synovial 
sac should be left intact, if not distended. 
Aspiration of the sac, to examine the fluid, 
may aid in a preoperative diagnosis. 


Solution by Dr. Blech 

It would seem that this condition is so sim- 
ple from a purely diagnostic standpoint, that 
to the experienced surgeon the case is hardly 
fit for a Seminar. But in the fact of the vague 
and unsupported diagnosis of “deep articular 
infection,” and varied diagnoses made by three 
well-trained physicians who happened to be 
present during the examination by the con- 
sultant, and the further fact that one of them 
even diagnosed a “rare type of tuberculosis,” 
it may be assumed that the presentation of 
the case is not without interest. 

Absence of external inflammation, in spite 
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of an existing edema and the hard feel to the 
touch, should at once cause one to think of 
gonococcal infection, for, as a matter of clin- 
ical experience, these phenomena are typical 
of a socalled periarticular pseudo-phlegmon. 
All the consultant then has to do is to 
establish the origin. 

In the case under discussion, the patient 
denied that he had ever had gonorrhea and his 
urine was, at first, not adequately examined 
for it. But further search rewarded us,- be- 
cause a recent infection of gonorrhea was 
absolutely confirmed. The whole history of 
the case has no direct bearing on the diag- 
nosis except this infection, to which we 
were led by a proper evaluation of the patho- 
logic picture. Whether or not the patient 
was honestly unaware that he had infection 
of a specific character, is of no concern. Ac- 
cordingly, the third requirement hardly needs 
discussion, since incision or any other oper- 
ative therapy would simply have been crim- 
inal, in the sense of risking the production of 
a secondary infection. Naturally, then, each 
physician may treat such cases by whatever 
conservative method is preferred. In our 
case we made effective use of venous hy- 
peremia (artificial) and suggested to the at- 
tending physician to rely on _ urinary 
antiseptics and balsamics to abate the urethral 
infection, since irrigations, at this stage, might 
aggravate the process. The patient made a 
slow but steady recovery. 

There is hardly any need of adding that a 
certain degree of ankylosis will occur, but in 
such cases diathermy, massage and exercises 
will eventually result in complete anatomic 
and functional recovery. 


———_e-————_—_—_ 


Problem No. 5 (Surgical) 
Presented by Dr. Guy S. Van Alstyne, Chicago 


M R. O. L. P., a civil engineer, age 57, en- 
tered Wesley Memorial Hospital on Nov. 
7, 1934, for examination. He stated that, begin- 
ning some time in 1930, he had had frequent 
gnawing hunger spells, which were relieved 
by taking food. In 1931 an x-ray examination 
was made, which revealed a duodenal ulcer 
of the penetrating type. He had been under 
more or less careful medical management 
since that date and, by carefully watching his 
diet, had been symptom-free until his present 
complaint, which began three weeks prior to 
entering the hospital, when he had severe 
hemorrhages from the bowels. 

Examination, at this time, showed a marked 
secondary anemia (red cells 3,010,000 and 
hemoglobin 8.6 Gm. or 51 percent), and x-ray 
findings confirmed the diagnosis made in 1931: 
“An additional defect on the lower surface of 
the duodenal bulb, adjacent to the pylorus, 
compatible with a penetrating ulcer.” A 


(Continued on page 257) 
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Mercurial Poisoning* 


Pp OISONING with the heavy metals was one 
of the acute problems of the early toxicolo- 
gist. Because of their great potency, these 
substances were among the first drugs used by 
physicians. Indeed, it was the “Cup of An- 
timony” (tartar emetic) which led Napoleon 
to accuse Antommarchi, his physician, of at- 
tempting to poison him. 

It was but a step from the use of these 
metals as therapeutic agents to their use as 
destructive poisons and, as such, mercury 
perhaps has been more widely used than any 
other drug of this group. Therapeutically, 
mercury has been used, externally and in- 
ternally, in about all conceivable forms and 
combinations. Calomel (HgCl) and _ cor- 
rosive sublimate (HgCl,) are two of its salts 
which have been most useful. The corrosive 
salt, the bichloride, has probably been re- 
sponsible for more poisoning than any other 
of its salts or compounds. 

Mercury volatilizes at 180°F. and will be 
found deposited on the sides of the vessel as 
needles or in an eight-sided form. It is sol- 
uble in three times its weight of hot water 
or in sixteen parts of cold water. It is more 
soluble in a salt solution or in alkaline chlo- 
rides and is very soluble in ether or alcohol. 
Indeed, cases of poisoning have resulted from 
the use of an alcoholic solution of corrosive 
sublimate used to wash the scalp for dandruff. 

The symptoms of mercury poisoning are too 
significant and too well known to require dis- 
cussion at great length. It is important to 
remember, however, that the ports of entry 
of the poison into the body influence the 
symptoms to a degree. For instance, the 
symptoms of shock occur only in patients who 
have taken the drug by mouth. Stomatitis 
occurs earlier and in a higher percentage of 
cases when the drug has been introduced into 
the vagina. Vomiting, persisting over eight 
to twelve hours, is evidence of the absorption 
of the drug. Early diarrhea, later becoming 
bloody, and evidence of kidney damage, such 
as albuminuria, oliguria, anuria, hematuria or 
nitrogen retention, are both significant. Gen- 
erally speaking, a nonprotein nitrogen con- 
tent of 190 or above, or a creatinin content of 
5 or above, always denotes a fatal outcome. 
The drug in solution is more deadly than when 
taken undissolved and, as a general rule, the 
shorter the period of time between the taking 


*From the Ravenswood Hospital Medical Library, 
Chicago. 


of the drug and the appearance of symptoms, 
the more serious the outcome. 

A survey of the treatments advanced from 
time to time is most interesting. Various 
chemicals and drugs have been touted as an- 
tidotes, have had their day and have passed. 
One of the earliest was Linhart’s antidote— 
sodium phosphite treated with sodium bicar- 
bonate. Carter’s antidote has probably had 
the most widespread publicity. Carter sug- 
gested the use of 6 grains of sodium phosphite 
with 4 grains of sodium acetate, given both 
intravenously and orally. This is supposed 
to change bichloride to calomel in vitro. San- 
sum’s experiments on dogs with this solution 
have, however, caused it to be superseded. 
Fantus outlined a method of treatment with 
sodium hypophosphite as the agent for gastric 
lavage and for intravenous use. His propor- 
tions are: sodium hypophosphite, 1 gram; 
water, 10 cc.; hydrogen peroxide, 5 cc., given 
every eight hours until ten times as much 
sodium hypophosphite as the suspected 
amount of poison has been given. Repeated 
gastric or colonic washings with these anti- 
dotes are needed to change the mercuric to 
the mercurous form (calomel), and should be 
continued until the mercury disappears from 
the washings and the urine. For three weeks, 
or until recovery, the diet should consist 
largely of milk, eggs and carbohydrates. 

Good results are claimed for the method of 
Lambert and Patterson, who advocate using 
repeated doses of milk, alternatively with gas- 
tric and colonic washings, using a diuretic 
solution of potassium bitartrate and sugar. 
Daily sweats assist the elimination of the 
mercury. The addition of a continuous rectal 
drip of potassium acetate, while valuable in 
protecting the colon, makes the technic diffi- 
cult to follow outside of a hospital. Sansum’s 
dog studies, however, have done much to dis- 
courage the use of strong diuretics to amel- 
iorate the swollen kidney and subsequent 
anuria. He found that the life of poisoned 
animals was shortened by systemic flushing 
and felt, in fact, that all therapeutic meas- 
ures were questionable when a dose of four 
grains or more had been absorbed. Phle- 
botomy, the intravenous use of dextrose solu- 
tion and decapsulation of the kidney, all have 
been tried and found sadly wanting. 

One of the latest treatments to have been 
tried and that holds any promise is that of 
S. M. Rosenthal, of the United States Public 
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Health Service, in the use of sodium formal- 
dehyde sulphoxylate. The experiments were 
carefully checked on different animal groups 
—rats, rabbits and dogs. Nine dogs survived 
from a group of twelve which were given a 
lethal dose of bichloride and treated with 
sulphoxylate intravenously and by lavage, 
within one and one-half hours after the poison 
had been taken. These animals showed con- 
sistently a striking protection against kidney 
damage, as shown by the lack of elevation of 
the nonprotein nitrogen of the blood. 

A series of ten cases of human beings suf- 
fering from acute poisoning has been col- 
lected. The outcome in each case was re- 
covery without appreciable renal damage, 
after treatment according to this method. 

The outlined treatment with these patients 
consisted of gastric lavage with a 5-percent 
solution of the sulphoxylate, using from one 
to three quarts. After the washings appeared 
clear, 200 cc. was left in the stomach. An ef- 
fort was made to restrain vomiting, using 
morphine when necessary. Then, as soon as 
possible, 10 grams of sulphoxylate, dissolved 
in 100 to 200 cc. of distilled water, was in- 
jected intravenously and slowly, taking 20 to 
25 minutes for its injection. In those cases 
developing colitis, irrigations of a 1:1,000 
solution were used once or twice daily. 

It is entirely unlikely that the ne plus ultra 
in combating mercury poisoning has been 
reached, but it is thought that a distinct ad- 
vance has been made in the effort to prevent 
kidney damage in the recovered cases. 


H. KENNETH Scatuirr, M.D. 
Chicago, Il. 


—_—_—_—— 


Pellagra May Be a Virus Disease* 


pC study of cases and statistics 

suggests that the Goldberger theory of a 
dietary deficiency, especially vitamin G, being 
the entire cause of pellagra should be modified 
to being a contributing cause. 

The “pellagra preventive vitamin” diet does 
not always prevent pellagra. 

Pellagra in this country consistently caused 
more deaths during the “fat” years preceding 
the depression than during the “lean” years 
of the depression and drought. 

Pathologically, pellagra seems to be a neu- 
rologic disease, because the cutaneous and 
gastro-intestinal lesions, as well as the nervous 
and mental manifestations, of pellagra appear 
to be of neural origin. 

Pellagra may have especial selective action 
on the spinal sympathetic ganglionic chain. 

Pellagra more closely resembles diseases 
of virus origin than those of food or vitamin 
deficiency or of infectious organism origin. 

The whole question of pellagra should be 


*Virginia Med. Mo., March, 1935. 
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re-opened, just as it was after the maize the- 
ory seemed to have settled it. There is need 
of facilities and money for further investiga- 
tion and experimentation, which is beyond the 
grasp of an individual worker. A much larger 
series of spinal sympathetic ganglia should be 
studied. The portal of entrance of a possible 
pellagra virus should be studied; the relation 
of the cutaneous and alimentary canal lesions 
to the spinal sympathetic ganglia and the 
spinal cord should be confirmed or denied; 
the relation of visceral disturbance in pellagra 
to the spinal sympathetic ganglia should be 
ascertained and solutions from the spinal 
sympathetic ganglia and spinal cords of pa- 
tients immediately dead of pellagra should be 
made and tested upon animals and possibly 
upon condemned criminals. When these things 
are done, the story of pellagra will be a 
different story. 
Bevertey R. Tucker, M.D. 
Richmond, Va. 


an 
Dextrose in Heart Disease* 


S a dietary adjuvant in advanced cardiac 
failure, dextrose is valuable in doses 
ranging from 10 to 50 cc., as indicated, the 
solution strength being 1.5 to 2 percent. Dex- 
trose is of value in cardiotherapeutics. The 
excitatory action of epinephrin is prolonged 
by dextrose. Where cardiac pathosis exists, 
accompanied by loss of muscle tone, the ex- 
hibition of dextrose is of value. 

In advanced cardiac failure, the addition of 
dextrose to the diet, in amounts of four 
ounces per diem, is of distinct benefit. Theo- 
dore Budingen holds to the view that dex- 
trose therapy supplements the action of 
digitalis. In cardiac exhaustion it can be ad- 
ministered intravenously or per rectum. 
Anginal syndromes respond to this approach. 
The therapeutic action of digitalis, strophan- 
thus and quinidine is augmented by the daily 
administration of 50 Gm. of dextrose. 

In the circulatory failure incident to diph- 
theria, dextrose is of value. In this respect, 
Toomey employed a 20-percent solution of 
dextrose intravenously, in doses of from 50 
to 75 cc. His results were gratifying. 

A very effective method of regulating faulty 
heart action due to uremic poinsoning is the 
injection of 50 cc., of a 50-percent solution of 
dextrose, intravenously. This is done daily 
for at least three days. 

In angina pectoris, dextrose therapy is most 
valuable. The Hassencamp dextrose treat- 
ment of angina pectoris is perhaps the best. 
Freshly-prepared solutions of pure dextrose, 
in freshly-distilled water, should be employed. 
Injections are given intravenously, beginning 
with approximately 30 cc., of a 10-percent 
solution and increasing to 50, 80, 100, 150 and 
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even, at times, to 200 cc., of a 10- to 20-percent 
solution. On the average, three injections a 
week are required, though in milder cases 
two will suffice. Better results are obtained 
from the use of the larger volumes of more 
dilute solutions. Dextrose treatment must be 
carried on for at least four to six weeks to 
obtain fully satisfactory results. 

Solutions for intravenous use should be 
freshly prepared. Solutions which are not 
crystal-clear should be filtered before steriliza- 
tion. Sterilization is effected by boiling or 
preferably by autoclaving under pressure of 
fifteen pounds for twenty minutes. The in- 
jections should be given very slowly and the 
temperature never below that of the body. 
When judiciously employed, dextrose therapy 
is one of the most valuable procedures in the 
treatment of myocardial disease. 

Epwarp Popotsxy, M.D. 

Brooklyn, New York. 


—————_e-—___—_ 


Effects of Faulty Contraceptive 
Methods on the Male* 


T= simplest method of contraception in 
the male is self-control. This is a method 
that has been advocated by many prominent 
clergymen. I would most emphatically speak 
against this method. 

As a modification of complete self-control, 
we find a method, which is often employed 
by medical men, which consists in partial 
self-control. It is now alleged that the best 
time for conception in women with a 28-day 
cycle, is from the tenth to the eighteenth 
day of the cycle, and the chances of impreg- 
nation are said to diminish the farther we 
get from that period, although many still 
think that no time is absolutely safe. With 
this in view, many men withhold from con- 
nection until the supposedly dangerous time 
is past. While this method, from the physio- 
logic point of view, is not so bad as com- 
plete self-control, it is far from being harm- 
less. 

A third method, and, indeed, one very 
widely employed, is that of coitus interruptus 
or withdrawal. This is a very popular method, 
as it requires no preparation and no device. 
This method of contraception is harmful 
both to the male and the female. If the coital 
act is not normally performed, but inter- 
rupted by the removal of the organ from 
the vagina, the proper deturgescence does 
not occur, and the parts are left more or 
less congested. One act of withdrawal prob- 
ably does little or no harm, but if the act 
is repeated week after week for many months 
or years, there comes a condition of chronic 
congestion, just as we find in other parts 
of the body. 

The last faulty method of contraception is 


“Med. Times and L. I. M. J., Nov., 1934. 


Clin. Med. & Surg. 


ABSTRACTS 


the use of the condom. It must be said that 
this is the least harmful of all such methods. 
However, I have met several patients who 
were perfectly normal sexually, but on ac- 
count of the diminished sensation could not 
come to the point of ejaculation, no matter 
how hard they tried, although they main- 
tained perfect erections. 

In conclusion, it should be noted that any 
form of contraception employed by the male 
falls far short of normal sexual intercourse. 

Max Huxuner, M.D. 

New York, N. Y. 

a 


Pylorospasm: Hypertrophic Pyloric 
Stenosis* 


Pp YLORIC stenosis or pylorospasm is a self- 
limited disease which, in most cases, can be 
cured by medical and dietetic measures. 
Pyloric obstruction is a common and serious 
condition of unknown etiology, manifesting 
itself in the first few weeks of life. All such 
infants should immediately be given the fol- 
lowing special formula: 
Powdered milk—6 (or 4) tablespoonfuls. 
Powdered protein milk—6 (or 4) table 


spoo . 
Soluble carbohydrate—3 level table- 
spoonfuls. 
Breast milk (or water)—10 ounces. 

If we want extremely fine curds, we use 
evaporated milk. 

Evaporated milk—5 (or more) ounces. 

Soluble carbohydrate—1 (or more) 
ounces. 

Breast milk (or water)—7 (or more) 
ounces. 

When breast milk is available the lower 
figures are used. The caloric values approxi- 
mated fifty calories per ounce. It may be 
fed by bottle, Breck feeder or dropper, as 
the consistency is that of rich cream. At 
first, one-half ounce is given seven times 
in twenty-four hours; after a day or two, 
one ounce is given at a time; a week later 
it may usually be increased to one and a 
half ounces; when vomiting has ceased two 
ounces are usually tolerated. 

One-quarter tablet of Belladenal (Sandoz), 
crushed and mixed with one-half teaspoon- 
ful of boiled water, is given three times a 
day, added to the formula. (Each tablet of 
Belladenal is said to contain phenobarbital 
0.05 Gm. and Bellafoline 0.00025 Gm.) Equally 
good results were also obtained when one- 
quarter tablet was crushed, mixed with one 
to two ounces of Ringer’s solution and given 
by retention enema. After a week or ten 
days of cautious feeding, several drams of 
water may usually be given, even in ex- 
treme cases, without causing projectile vom- 
iting. Remember that these infants require 
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fluids. It is desirable to resort to phleboclysis 
with dextrose, ten percent, in physiologic 
saline solution, 800 cc. to 1,000 cc. every 
twenty-four hours if necessary. Let the weight 
curve be your guide. 
Harry R. Lircurietp, M.D. 
Brooklyn, N.Y. 


a 


Conscientious Prenatal Care* 


PRENATAL care should begin as soon as a 

positive diagnosis of pregnancy has been 
made. At the first visit a careful history and 
thorough physical examination should be 
made. It is important to know something of 
the family history. 

Insist on regular office visits, so that the 
weight, blood pressure and urinalysis may be 
carefully charted. 

The patient should be instructed to have a 
bowel movement at least once a day, also 
to exercise a moderate amount every day in 
the sun. 

The dress should be simple and protec- 
tive. The general comfort may be improved 
by wearing a properly fitted maternity cor- 
set. 

Many cases of nausea and vomiting need 
only a regulation of the diet. Persistent 
vomiting is a serious condition. The manage- 
ment of these cases is symptomatic. Ex- 
haustion is prevented by using sedatives. 
Sodium bromide is extensively used and is 
quite satisfactory, in doses of 15 and 20 grains, 
three times a day. Some of the new barbitu- 
rate preparations are giving excellent results 
in preventing nausea. Dehydration and acid- 
osis are prevented by hypodermoclysis of 
saline solution, or 500 cc. of 5 percent dex- 
trose solution in the vein. 

Howarp C. Crark, M.D. 

Wichita, Kans. 


—————_e___— 


Multiple Embolism 
(A Case Report) 


M RS. B. H., age 31, died on the fifth day 
following the onset of an illness. Clin- 
ically, death was due to acute bulbar paral- 
ysis. Initial symptoms appeared as numbness 
of the lower right side of the face and the 
right arm, associated with general nervous- 
ness and no fever. Difficulty in swallowing 
and inability to speak clearly appeared within 
the first day. Not until the third day did she 
develop fever, which reached 104°F., with a 
pulse rate that rose to 120. There was no 
rigidity of the neck at any time. The pupils 
were normal in reactions. There was no vom- 
iting at any time. The abdomen was normal and 
kidney functions not interfered with. There 
was no skin rash. An increasing restlessness 
soon passed into semi-delirium, from which 
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she could be roused, making her wants known 
by signs. Because of her condition, she was 
not able to write, as she normally did in 
clerical engagements. The facial expression 
developed to one simulating that of Parkin- 
sonian disease. On the fourth day the fingers 
of both hands were almost completely par- 
alyzed, the right more than left. On the 
fifth day, when she went into coma and died, 
she developed a notable exophthalmos of the 
left eye, which was associated with consid- 
erable injection of the scleral vessels. 

She had previously been in excellent health, 
with the exception of occasional attacks of 
nervousness and rapid heart action. The lat- 
ter was attributed to goiter, with which she 
had been afflicted for a number of years and 
which was obviously an adenoma limited to 
the left lobe. For brevity and the purpose 
of delimiting discussion of this case, syphilis, 
acute infection, diabetes, Bright’s disease and 
common forms of organic lesions in other 
organs are ruled out of consideration. The 
chief question was as to the primary cause 
of the acute bulbar paralysis, and what rela. 
tionship, if any, the thyroid disease bore to it. 

In view of the not-as-yet-recognized microbic 
cause of endemic goiter, it would be neces: 
sarily difficult to explain the primary etiology 
of this case. 

The postmortem examination revealed a 
clinically impossible diagnosis. A non-vegeta- 
tive endocarditis, without serious valvular in- 
volvement, was present. A _ well-organized 
clot was present and adherent to the walls of 
the cavity of the appendix of the left auricle. 
From this clot small embolic particles had 
evidently been disseminated throughout the 
arterial system. Embolic infarctions were 
present in both kidneys, the liver, spleen and, 
most singularly, in the posterior part of the 
optic thalmus of each side of the brain, that 
in the left side being earlier and more ad- 
vanced in its effects than the right, thus 
accounting for the varying degrees of paraly- 
sis in the two arms. The surface of the brain 
was free of evidences of meningeal involve- 
ment. Microtome sections of the thyroid, 
when stained with the Gram stain, showed 
the Gram-positive bodies which I have found 
so constantly in the general run of goiter 
cases. Cultures from the postmortem speci- 
mens were not attempted. 

This rare condition, one of the many sec- 
ondary pathoses that occur as_ terminal 
phases of thyroid disease, further emphasizes 
a newly postulated fact about every specific 
disease, in that the continuity of the com- 
pleted story of each disease is dominated, 
throughout every detail, by its specific cause, 
the exceptional and rare complications not 
excluded. In this instance, the bulbar paraly- 
sis was due primarily to embolism; but, with- 
out an earlier endocarditis of micro-organic 
origin, the clotting of blood in the little 
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chamber of the heart could not have oc- 
curred; so that the dominating and most pri- 
mary factor was the same as that of the 
goiter. Of micro-organic origin, the infected 
clot evidently broke up or shed small emboli 
that were disseminated throughout the body, 
and these small particles could have none 
other than a most damaging effect wherever 
they were deposited. 
E. O. Hovupa, M.D. 
Tacoma, Wash. 


—_—_——__ 


Diphtheria Immunization 


|X a series of 300 children, immunized against 
diphtheria with toxoid and receiving 1 cc. 
at each of three visits two weeks apart, all 
were Schick-negative six months after the last 
injection—100 percent immunity. 

The best time to start immunization is 
between the ages of six months and one year. 

A final Schick test, six months after the 
last injection, is imperative. 

The family physician is the logical and ideal 
man to do this work, which should be carried 
out in his own office, as a part of a perpetual 
educational program.—Dr. Kine G. Woopwarp, 
in Illinois M. J., Mar., 1935. 


—————_@—_--- - 


Look for THE LEISURE HOUR among the 
advertising pages at the back. 
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Hydrostatic Nasal lonization* 


NE of the chief drawbacks of the ioniza- 

tion treatment of the nose, in hay fever 
and similar conditions, is the difficulty of pack- 
ing the nostrils adequately, especially when 
there are abnormalities of the intra-nasal 
spaces. The ideal conductor for the ionizing 
current would be a solution, which would fill 
every cavity in the nose and touch every 
mucous surface. 

After several years of trial-and-error ex- 
perimentation, I have devised an apparatus 
and method for ionizing the nose, using a 
solution as the conductor. 

The apparatus used (Fig. 1) is a glass 
tube about 714 inches long, having a nasal tip 
coming from the tube at an angle. A sealed-in 
electrode, at the base of the tube, simplifies 
the electrical connections. The  sealed-in 
electrode is made of zinc and in my expe- 
rience can be used indefinitely, when applied 
for medical purposes. The act of ionization 
only detaches from the electrode, electrical 
charges, called electrons, and otherwise does 
not affect it. 


Method of Application 


The patient is seated with the head only 
slightly inclined forward. The nasal tip is 
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inserted into one nostril, sufficiently snugly 
to prevent leakage. The positive pole of the 
galvanic apparatus is connected with the 
sealed-in electrode at the base of the tube, 
while the patient holds in one hand a moist- 
ened pad connected with the negative elec- 
trode. The top of the tube is funnel-shaped 
and through it the ionizing solution is slowly 
poured. Since the top of the glass tube is 


Fig. 1.—(A) Glass tube; (B) copper band around 
glass tube; (C) platinum wire connecting copper band 
with (D) zinc electrode; (E) nasal tip. 


above the level of the nose, the solution in 
the nose will rise to the same level it occupies 
in the tube. In this way the entire nasal cav- 
ity will be flooded. As the fluid touches the 
naso-pharynx the soft palate is automatically 
raised and the solution begins to escape from 
the opposite nostril. At this point, the pa- 
tient occludes the opposite nostril, and we 
have the entire nose filled with ionizing so- 
lution, and ionization already taking place, 
as electrical contact has been made. The 
patient holds the mouth open and breathes 
deeply. There will be some slight escape of 
solution from the throat, which is readily 
made up by pouring more solution into the 
funnel to keep it at the proper level. One- 
percent zinc sulphate solution is used. The 
duration of treatment is about 10 to 20 min- 
utes, using approximately 6 to 10 milliamperes 
of current. 
Conrap K. Gates, M.D. 
New York City. 
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Birth Control: The Physician's 
Responsibility* 

J Seen may be responsible first to 

or for his patient; second, to or for the 
community. There are two kinds of responsi- 
bility, legal and moral. The legal responsibil- 
ity of a physician to his patient, or to the 
community, is determined by the laws of the 
community as interpreted by the courts. The 
moral responsibility is determined by the 
judgments based upon the ethical principles 
of the patient, of the community, or of the 
doctor himself. Sometimes the physician ap- 
peals to the moral judgment of mankind. The 
responsibility of the physician for his patient, 
or for the community, implies that he has 
some authority or influence, by virtue of 
which he can direct the actions of the indi- 
vidual or of the community. Physicians often, 
and justly, claim the right to influence the 
opinions of the community on medical or 
quasi-medical matters, because of their su- 
perior knowledge of the facts involved. Be- 
cause of this claim they must admit their 
greater responsibility. 


The immensity of the problem of control 
of the propagation of mental defectives, in- 


cluding the feeble minded and irresponsible. 


morons, and the victims of tuberculosis, is ex- 
ceeded by the problem of the control of 
indigency. With ten or twelve million un- 
employed, with one-fifth of the population of 
the country on local, state or Federal relief 
rolls, the responsibility of all citizens for the 
control or the prevention of the increase of 
this threatened economic catastrophe is evi- 
dent. The fact that the birth rate among 
families that have been on relief for more 
than one year is about 60 percent higher than 
among families from similar social strata who 
are not on relief, and the additional fact that 
unemployment relief agencies do not, in gen- 
eral, permit their clients to consult birth con- 
trol clinics, shows the desirability of getting 
the medical profession to attack this problem. 


The responsibility of the medical profes- 
sion in solving this question is perhaps greater 
than that of any other class. They know, or 
should know, the results of the unlimited in- 
crease of the indigent class of the community. 
They know the individual suffering thus 
caused. They know the moral deterioration 
and degradation caused by idleness and ac- 
ceptance of dole. They know the dangers to 
the community of such a very large and grow- 
ing mass of people, discontented, resentful, 
feeling themselves helpless victims of a bad 
social system. They know the enormous 
strain on society to support by taxation this 
mass and they, better than other classes of 
the population, can advise how to prevent its 
increase. 


*From Birth Control Review, Mar., 1935. 
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To summarize: We recognize that the med- 
ical profession has both a moral and legal re- 
sponsibility, to individual patients and to the 
community, in the matter of birth control. 
Members of the profession are personally 
responsible for the methods of contraception 
advised or used. They are responsible to their 
patients, at least morally, for refusal or neg- 
lect to use or recommend contraceptives in 
certain cases where pregnancy is dangerous 
to life or health. They have some responsi- 
bility for the unrestricted manufacture and 
sale of harmful or useless contraceptives. 
They are responsible to the community for 
efforts to control the propagation of the dis- 
eased and unfit. The profession is responsible 
to the community for help in the control of 
the manifold dangers threatened by growing 
indigency. 

Cuartes SuMNER Bacon, M.D., 
Professor Emeritus, Gynecology and 
Obstetrics, Illinois Medical School. 

<necunenanatiiienininnin 


Sympathetic Ganglionectomy For 
Constipation* 
|X selected cases of severe constipation, phys- 
iologic release of the bowel may be ac- 
complished by removal of a portion of the 
sympathetic innervation of the lower bowel, 
rectum and anus. 

This may be accomplished by one of several 
modes: a left sympathetic ganglionectomy, a 
bilateral lumbar sympathetic ganglionectomy, 
a superior hypogastric plexus neurectomy or 
by a combination of these. 

We prefer left lumbar extraperitoneal sym- 
pathetic ganglionectomy, which includes the 
first lumbar ganglion, because of the excel- 
lence of results obtained in eight of ten cases, 
and because of the fact that the operation has 
been without mortality or morbidity. 

If the proper selection of cases be made, 
and the severe asthenics and those with an 
organic basis excluded, by removal of the 
proper sympathetic pathways, severe consti- 
pation can be definitely relieved in a great 
majority of cases. 

Paut G. Fioruow, M.D., F.A.C.S. 

Seattle, Wash. 

eS 
Aphasia j 

ME: W. G., age 34, came to me with in- 

ability to speak. He made sounds and 
appeared to understand, but no words were 
spoken. His brother-in-law stated that, on 
December 12, he complained of severe pain 
in the left temple, after which speech gradu- 
ally ceased. 

He denied any venereal infection, but in- 
dicated that, eleven years ago, he was hurt 
by a horse and his penis was swollen and 
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sore. There had been no severe illness. He is 
a boiler-maker by trade, but unemployed. He 
has one brother in an insane hospital, but 
he writes the family sensible letters now, 
they say. Another brother died in an insti- 
tution of correction. 

On examination, his reflexes seemed nor- 
mal, except the pupillary reflex of the left 
eye, the pupil being dilated. The right one 
reacts to light and accommodation. 

His blood Wassermann reaction was 4-plus; 
and after taking 5 grains (0.325 Gm.) of 
potassium iodide three times a day for one 
week, he was able to talk haltingly and not 
very plainly. 

Where is the lesion in this case? What is 
it? What will be the prognosis in a man 
without means and no active treatment? 


M. O. Rosertson, M.D. 
Bedford, Ind. 


[The loss of speech (aphasia) in this case, 
with a stiff and dilated left pupil, suggests 
that the lesion is in the region of the left 
fissure of Rolando, near or in the speech 
center. Its exact nature can only be guessed. 
It might be a gumma or a hemorrhage. 

Without treatment the prognosis would be 
poor; but with our paternalistic Government 
spending millions on unworthy matters, it 
should be possible to have this man cared 
for by some of the Relief agencies—though 
how efficient such treatment will be may be 
open to question. 

On the incomplete information here avail- 
able, one would think that a course of Bis- 
marsen or mercury, along with iodides, would 
probably be more effective, at this stage of 
the disease, than treatment with the arsphen- 
amines. 

On the other hand, a positive Wassermann 
test, without corroborating clinical signs and 
symptoms, does not prove the existence of 
syphilis. A careful study is necessary, to 
determine the exact nature of the rather 
obvious brain lesion —Eb.] 


—_———— ee 


Paraldehyde and Nembutal in 
Painless Labor* 


A saienma in labor, if properly carried 
out, is not harmful, but beneficial, be- 
cause the mother, freed from pain, will labor 
longer without shock, and thus many instru- 
mentations may be avoided. 

For this purpose, the best method consists 
of a combination of Nembutal and paralde- 
hyde. As soon as labor is definitely estab- 
lished, the patient is given 4% grains (0.3 
Gm.) of Nembutal, by mouth, followed by 3 
grains (0.2 Gm.) more after 15 minutes. 
Fifteen or twenty minutes after the second 
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dose, 6 drams (24 cc.) of paraldehyde, in 1% 
ounces (45 cc.) of olive oil, is instilled, be- 
tween pains, high in the rectum—above the 
presenting part—using a 3-ounce, glass aseptic 
syringe with a plunger, and injecting enough 
air, following the solution, to be sure that the 
catheter is cleared. 

If, after from 4 to 6 hours of labor, the 
patient shows signs of waking, but still has 
several hours to go, give 1% to 3 grains (0.1 
to 0.2 Gm.) of Nembutal, by mouth (if pos- 
sible) or by rectum, with, perhaps, a little 
more paraldehyde. Subsequent medication is 
repeated with judgment, as required. 

If nitrous oxide-oxygen is to be employed 
after barbiturates, more oxygen is required 
than usual—equal parts of N.0 and 0. 

In 300 cases so treated, 95 percent ex- 
perienced complete, and 3.66 percent partial 
amnesia. Failures were only 1.33 percent. 
There were no maternal deaths; and the 7 
still-births could be accounted for aside from 
the analgesia; 86.5 percent of the babies 
breathed and cried immediately following 
delivery. 

Drs. H. H. ROSENFIELD 
and R. B. Daviworr. 

Boston, Mass. 


——_e-—__——_- 


Gonococcus Filtrate (Corbus-Ferry)* 


WE have used the gonococcus filtrate in 
the treatment of approximately 50 cases 
of acute, subacute and chronic gonorrhea, 
including 2 cases of gonorrheal arthritis; and, 
although our clinical data have not been 
accurately assembled to date, we are very 
enthusiastic over this agent and believe 
firmly that it is attacking the problem in a 
sound and logical manner, by the artificial 
production of active immunity, rather than 
attempting to stave off complications while 
the body is attempting to accomplish this re- 
sult in a desultory manner. 

The filtrate commercially put out is accom- 
panied by a set of explicit instructions that 
should be followed very closely. It is very 
important that the injection be made accu- 
rately, intradermally and not subcutaneously. 

Patients vary greatly, as one would logically 
anticipate, in their reactions to the filtrate, 
and, therefore, it is necessary to use judgment 
in the amount to be given. It is better to start 
off with a small dose, 0.05 to 0.1 cc. (given 
with a tuberculin syringe and using a very 
small needle) and, depending on the reaction 
produced for guidance, gradually increase the 
dose up to 0.3 to 0.4 cc., properly diluted. We 
have not found it necessary to use doses over 
0.4 cc. The doses should be given at a time 
interval of one week, and if too much reac- 
tion is produced in the adnexa (prostate, 
testes or inguinal glands), the succeeding 
doses should be diminished. 


* Southern Med. & Surgery, March, 1935. 
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In the vast majority of cases, after the first 
or second dose, the patient will notice that 
the urethral discharge has become watery and 
gonococci may still be found in the stained 
smear of the discharge. After the third or 
fourth injection the discharge usually ceases 
completely, if the mechanism of antibody pro- 
duction has been successfully produced. In a 
few of our cases this has occurred within three 
weeks and, without further injection of the 
filtrate, it has reappeared in the fifth and sixth 
week after the onset of treatment. We con- 
clude that in these cases—which were ulti- 
mately cured—the fault was with us in 
perhaps giving too much of the filtrate and 
thus upsetting the antiabsorption, antibody 
production mechanism. 

In the hands of some urologists the filtrate 
is not given during the first two weeks of the 
disease. We fail to see the logic in this, so 
we employ it immediately after the diagnosis 
is made, whether it be acute, subacute or 
chronic. The presence of epididymitis or 
prostatic abscess does not deter us from giving 
the filtrate. 

Some observers report local intensification 
of urethral tenderness, swelling of the penis 
and bloody discharge. We have seen this in 
two cases and are convinced that in both it 
was caused by too large an initial dose. We 
also empirically employ mild local treatment 
to the urethra after the first two weeks of the 
disease. After the discharge has disappeared 
for two weeks, the usual terminal sounds- 
passing is done, the prostate is massaged and 
the expressed contents studied, as was for- 
merly done in the routine treatment of 
gonorrhea. 

Rosert W. McKay, M.D. 

Charlotte, N. C. 


———_e-—__——_- 
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Tuberculin Test* 


FE VEN cases which do not present symptoms 
or findings typical of pulmonary tubercu- 
losis may be demonstrated to be of a tuber- 
culous nature. All atypical cases of either 
adult or childhood pneumonia, all cases of 
sudden or unexplained elevation of tempera- 
ture, of recurrent hoarseness, atypical hyper- 
thyroidism, and doubtful pleurisy should be 
subjected to a tuberculin test. That such a 
procedure is justified is attested by the 
demonstration of tuberculosis in two cases of 
atypical childhood pneumonia; in two cases 
with recurrent hoarseness; one peculiar case 
of suspected hyperthyroidism; three cases of 
pleurisy; and one patient whose only com- 
plaints were tiredness and loss of weight. Now, 
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through the use of these tests, many cases 
with vague, indefinite symptoms and few or 
no physical signs either become tuberculosis- 
suspects or are pronounced non-tuberculous. 
More general use of the tuberculin tests by 
general and rural practitioners is strongly 
urged. 

The routine practice should consist of a 
careful history and physical examination; 
daily temperature record, with readings taken 
at intervals of four hours over a period of 
ten to fourteen days; repeated sputum exam- 
inations; basal metabolic studies, if necessary; 
tuberculin tests; and roentgenographs. Tuber- 
culin tests and x-ray plates will be much 
more generally used if more intensively and 
extensively advocated and if some provision 
can be made for accurate interpretation of 
the films without additional expense to the 
patient or the rural physician. Best results 
will be obtained both in control of spread of 
the disease and in reduction of morbidity and 
mortality, if tuberculous patients in rural 
districts are provided care in sanatoria. 

Drs. Epwin J. SIMONS 
and Joun B. Srmons. 

Swanville, Minn. 


The Seminar 
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diagnosis was therefore made of a penetrat- 
ing duodenal ulcer, and he was referred back 
to his family physician, who put him on 
mucin therapy, following closely the regime 
suggested by Fogelson. 

He had no more bleeding and, in fact, re- 
mained symptom-free until the morning of 
Nov. 27, at which time he developed a gen- 
eralized epigastric ache of gradual onset, but 
with increasing severity until the entire 
abdomen was involved. By afternoon the 
pain had localized in the right lower quad- 
rant of the abdomen and persisted there. At 
five p.m. he had a violent chill, with a tem- 
perature of 103°F. There was no nausea 
or vomiting. His bowels had moved spon- 
taneously. 

Examination revealed rigidity, definite, 
though not typically “board-like,” of the 
muscles of the epigastrium, the entire right 
rectus and the right flank. There was definite 
tenderness over the duodenal region, but this 
was even more marked in the lower right 
quadrant and the right flank. The urine was 
negative. At 8:00 p.m. the leukocyte count 
was 26,500; polymorphonuclear neutrophiles, 
90 percent. There was no further relevant 
history nor other abnormal physical findings. 

Requirement: Suggest diagnosis and treat- 
ment, giving reasons. 
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Immunization for Rhus Toxicodendron 
Poisoning 
jt has been my practice for a number of 
years to immunize patients, whom I know 
are susceptible to rhus, sumac or poison oak, 
by giving them a small leaf of the poison ivy 
by mouth, being careful not to let it touch 
other than mucous membrane tissue. It may 
be given at any time throughout the year, but 
I have suggested that they take a small leaf 
as it appears in the early spring. There is no 
systemic reaction whatever. Three days after 
ingesting the leaf the patients can grub it out 
of the fence corners with no more concern 
than they would have for any other common 
weed.—Dr. H. W. Cooper, of Rutherford, N. 
J., in M. J. & Record, Oct. 5, 1932. 


———_o-—_—_——_- 


Raw Apples in the Treatment 
of Diarrhea 


(om and peeled raw apples reduced to a 
fine purée, given for two days as exclusive 
diet, have been found very efficacious in 
diarrhea and dysentery, especially of chil- 
dren.—Dr. J. Movuzon in Presse méd., Paris, 
June 25, 1932. 


—_—_—_—_ 


Pellagra Prevention 


XPERIMENTS have shown that dried 
baker’s yeast and canned green peas sup- 
ply adequate amounts of the antipellagra 
vitamin to work satisfactorily when fresh 
sources of this factor are scarce——Dr. G. A. 
WHEELER, in Pub. Health Reports, Jan. 20, 1933. 


——_e-—___-_—_- 


Plasmochin in Pregnancy 


‘| SESE is a widespread belief that periodic 

dosage with quinine predisposes to abor- 
tion. Since 1928, the author has treated 5 cases 
in pregnant women suffering from all three 
species of malaria infection, from the third to 
the eighth month of pregnancy. All have 
been given plasmochin compound, in the 
usually accepted therapeutic doses, over a 
period of five separate weeks. The result has 
been most satisfactory. The author’s records 
show that no further relapse has occurred, 
either during pregnancy or postpartum. The 
children have been born at full term and 
the only stillbirth was due to instrumenta- 
tion—Dr. P. Manson-Banr, in Lancet, Apr. 
23, 1932. 


Trigeminal Neuralgia Major: 
Tic Douloureaux 


HERE is no disease in the whole realm of 

medicine which is more easily amenable to 
treatment than tic douloureaux. For tem- 
porary relief, injection of alcohol into the 
division of the fifth nerve involved, where 
the latter leaves the skull, will stop the pain. 
The average period of relief is about a year. 

For permanent relief, both ganglionectomy 
(Gasserian ganglion) and cutting of the root 
between the ganglion and the brain have 
been practiced. Properly performed, there is 
no other operation safer, and none that gives 
greater satisfaction than sensory root section 
under local anesthesia for trigeminal neural- 
gia major.—Dr. W. T. Coucuuin, of St. Louis, 
in Dent. Cosmos, Aug. 1932. 


—_——————_——e—— 


Look for THE LEISURE HOUR among the 
advertising pages at the back. 


— ————_@————_ 


Sulphur in the Treatment of 
Secondary Anemia 


AMABKED improvement in the formation 
of red blood cells and hemoglobin, in 40 
patients with constitutional secondary ane- 
mia, was observed to follow the oral admin- 
istration of a heterocyclic organic suphur 
caseinate compound. The sulphur base was 
a distilled olefinate hydrocarbon oil, the dis- 
tillate being first mixed with sulphur and 
then with an ammoniacal solution of casein. 
About 45 grains (2.90 Gm.) was given daily, 
in 3 doses, and the medication continued for 
from 4 to 8 weeks.—Dr. W. L. BENISHEK AND 


E. T. Hesste, of Joliet, Ill, in Illinois MWJ., 
June, 1932. 
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Safety In Intravenous and Intraspinal. 
Injections 


N order to be sure that no reactions will 
occur following intravenous and intraspinal 
injections, especially those given to produce 
anesthesia, it is best, after placing the needle, 
to inject about one-tenth or less of the total 
intended dose, and then wait for 20 minutes. 
If no untoward symptoms appear, the rest of 
the dose may then be injected with safety. 
All such injections should be given slowly. 
—Dr. Gustavus M. Buecn, Chicago, IIL. 
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Any book reviewed in these columns will be procured for our 
readers if the order, addressed to CLINICAL MEDICINE AND 
SURGERY, Medical & Dental Arts Bldg., Waukegan, Ill., is accom- 
panied by a check for the published price of the book. 


The writings of the wise are the only riches our 


posterity cannot squander.- 


Sutton and Sutton: Dermatology 


DISEASES OF THE SKIN. By Richard L. 

Sutton, M.D., Sc.D., LL.D., F.R.S. (Edin.), 
Professor of Dermatology, University of Kan- 
sas, School of Medicine, and Richard L. Sut- 
ton, Jr., A.M., M.D., L.R.C.P. (Edin.), Assist- 
ant in Dermatology, University of Kansas, 
School of Medicine. With 1,310 illustrations, 
and 11 colored plates. Ninth edition, revised 
and enlarged. St. Louis: The C. V. Mosby 
Company. 1935. Price, $12.50. 

A book that has run to nine editions in 
twenty years, as this one has done, must have 
fulfilled a useful purpose. 

This volume is a successful attempt to pre- 
sent the entire subject of dermatology in a 
comprehensive yet concise and practical man- 
ner, particular emphasis being placed upon 
pathology and treatment, obsolete or unsatis- 
factory methods being omitted or discussed 
very briefly and frankly. The succeeding edi- 
tions have been carefully planned so as to 
embody the reliable advances in this rapidly 
os subject. 

e type, paper and binding, and especially 
the illustrations (which are numerous and in- 
formatory) are of high quality. The descrip- 
tions of the various conditions presented are 
terse and clear. The index and bibliography 
are ample. 

This is a first-rate text and reference book 
for students and general clinicians, embodying 
all they need to know of the subject; and 
specializing dermatologists will also find it 
handy for looking up doubtful points quickly. 

—_—_———o____— 


Elmer and Rose: Physical Diagnosis 


P HYSICAL DIAGNOSIS. By Warren P. 
Elmer, B.S., M.D., Associate Professor of 


Clinical Medicine, Washington University 
School of Medicine; Assistant Physician to 
Barnes Hospital; etc.; and W. D. Rose, M.D., 
Late Associate Professor of Medicine in the 
University of Arkansas. Seventh Edition. St. 
Louis: The C. V. Mosby Company. 1935. 
Price, $8.00. 

After a number of years of obsession with 
the laboratory, medical thought is swinging 
back to the old and sound idea that physical 
diagnosis is the basis of all reliable clinical 
practice. 

The authors of this book, the popularity 
and value of which are attested by the fact 


—~LANDOR. 


that this is its seventh edition in eighteen 
years, are practical teachers, who know how 
to present the subject understandably and 
interestingly, and realize that one cannot 
recognize abnormal conditions until one is 
familiar with normal ones. Accordingly, the 
first part of the book is devoted to the meth- 
ods for eliciting the normal findings, and the 
application of this knowledge to pathologic 
states is made in the second part. Sections 
on electrocardiography and fluoroscopy are in- 
cluded. 

There are many instructive illustrations and 
the book-work is excellent, including a new 
type of moisture- and vermin-proof binding. 

Every medical student and practitioner 
needs and must have a good book on physical 
diagnosis, and if more of them would spend 
more time on the study of one like this and 
in putting its teachings into practice, their 
professional and financial success would be 
greatly enhanced. 


Babcock: Surgery 


TEXTBOOK OF SURGERY. For Students 

and Physicians. By W. Wayne Babcock, 
A.M., M.D., LL.D., F.A.C.S., Professor of Sur- 
gery and of Clinical Surgery in The Temple 
University; Surgeon to The Temple Univer- 
sity Hospital and to the Philadelphia General 
Hospital; etc. Second Edition, Rewritten. II- 
lustrated. Philadelphia and London: W. B. 
Saunders Company. 1935. Price, $10.00. 

The man who is doing nothing but opera- 
tive surgery must have large, multiple-volume 
systems and expensive and highly technical 
magazines to keep him posted; but the med- 
ical student and general clinician can find all 
they need in a well-considered, one-volume 
work like this one, a second edition of which 
has been called for only seven years after 
the first. 

In this new edition, every chapter has been 
revised, and many of them entirely rewritten, 
in order to include the many advances in 
surgery which have been made in the past 
few years. Sections have been added on the 
parathyroid glands, the sympathetic nervous 
system, the duodenum, new diagnostic tests, 
improved or new operations on the thorax, the 
biliary tract, the thyroid, etc., as well as the 
treatment of fractures under local anesthesia 
and a number of other subjects. The newer 
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anesthetics and preoperative and postoperative 
care are discussed at length. 

One of the most helpful features of the 
volume is the splendid illustrations, of which 
there are 1,032 (150 more than in the first 
edition), many of which are diagrammatic 
or semi-diagrammatic, so that they give direct, 
visual instruction. Long discussions of con- 
troversial matters are avoided, but reliable 
operations for all types of surgical conditions 
are described in sufficient detail to enable any 
physician having sound knowledge and judg- 
ment and reasonable dexterity to carry them 
out. The very complete index occupies 60 
three-column pages. The book-work is first 
rate. 

Any physician who is not strictly specializ- 
ing in surgery and who will follow one or 
two good medical magazines closely and reg- 
ularly, will find that this volume will meet 
his needs in this line for several years. There 
is no better single-volume work on surgery 
for the student and general clinician. 

———O_l——— 


McDonagh: Nature of Disease 


ATURE OF DISEASE JOURNAL, Vol. 3. 

By J. E. R. McDonagh, F.R.C.S. London: 
William Heinemann (Medical Books) Ltd. 
1934. Price: 10/6. 

In this volume of what McDonagh calls his 
“Journal,” he begins by offering a fascinating 
cosmic answer to the problem of the nature 
of disease. He may be right or wrong, but 
he obviously has done much thinking and 
has expressed himself more intelligibly than 
sometimes in the past. In order to follow his 
reasoning, the reader must also have the 
power and the disposition to think. 

Following his cosmic editorial, comes the 
third of the “Medical Problems of Today”— 
“Factors which Determine the Part of the 
Body Selected for Attack in Disease”; then 
“Rheumatism” with 79 case reports; then 
“Disease and Women,” with 38 case reports; 
then “Infections from Within,” with a dia- 
grammatic chart; and finally a brief note on 
“Infections from Without” and an epilogue. 
All of it is a further development of Mc- 
Donagh’s philosophy, with strong emphasis 
on intestinal intoxication. 

Those who have been following the work 
of J. E. R. McDonagh, of London, should not 
fail to add this newest work of his to their 
libraries. 


———_@-—_——_ 


Kitchens: Diagnosis 
EFINITE DIAGNOSIS IN GENERAL 
PRACTICE. By W. L. Kitchens, M.D. 
With a Foreword by John H. Musser, B.S., 
M.D., F.A.C.P., Professor of Medicine in The 
Tulane University of Louisiana School of 
Medicine. Philadelphia and London: W. B. 
Saunders Company. 1934. Price, $10.00. 
This should be a very valuable reference 
book for the average practitioner in arriving 
at a positive diagnosis. 
The author has listed 407 symptoms and 511 
diseases. Diseases are alphabetically arranged 
and consecutively numbered. Under each 
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disease is a list of all symptoms which are 
commonly observed or may occur in it. These 
symptoms are also numbered, the same num- 
ber always representing the same symptom. 

There is also a numerical list of symptoms 
and signs, arranged by regions of the body, 
and each symptom followed by a list of the 
diseases in which it may occur. 

According to the author’s system, as de- 
scribed, the symptoms and signs noted at the 
patient’s examination (both clinical and 
laboratory) are put down. Then by the easy 
method of cross reference the diseases in 
which these symptoms occur are easily found 
and, by a process of elimination, a differen- 
tial diagnosis is quickly reached. The author 
claims that, if the clinical elicitation of symp- 
toms is done thoroughly, two or more different 
physicians must of necessity arrive at the 
same diagnosis if they follow the system of 
elimination devised in this book. 

While this system in general is the method 
followed by the best clinicians, the arrange- 
ment in Dr. Kitchens’ book has the distinct 
merit of crystallizing, in a manner not hitherto 
presented, the tedious process and enabling 
the end to be arrived at systematically and 
quickly. 

For the student and young practitioner (as 
well as for the more mature doctor) this sys- 
tem offers an excellent guide to correct diag- 
nosis, following the complete examination 
which should always be made when a condi- 
tion is not evident, and this book should prove 
a valuable addition to any physician’s library. 


—————_@-—__—_——- 


Dickinson and Beam: Sex and the 
Single Woman 


T HE SINGLE WOMAN. A Medical Study 
in Sex Education. By Robert Latou Dick- 
inson, M.D., and Lura Beam. Baltimore: The 
Williams and Wilkins Company. 1934. Price, 
$5.00. 

In this volume we have a study of 1,078 
women, largely of the educated classes, for 
350 of whom case histories of sex experience 
were available. In view of the paucity of 
antecedent material and the presence in the 
American population of about five million 
single women, ages 20 to 44, great significance 
attaches to this extensive and realistic incur- 
sion into a mysterious and hitherto tabooed 
realm of scientific and public interest. The 
material is analyzed from numerous angles, 
including health, treatment, virginity, type of 
sexuality (homo, auto, hetero), imaginative 
experiences, family, religion and work. 

These and many other statistical data do 
not, however, convey a very accurate repre- 
sentation of the findings. One must read the 
case records. While these cases are obviously 
selected, one may be certain that they give 
many typical patterns of behavior and experi- 
ence. We have here once more an indication 
that sex adjustment is, for vast numbers of 
modern women (and men), the most important 
of all personal problems. 

The material here presented is often ill ar- 
ranged and the literary style is poor; but the 
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actual information contained in this book is 
an extremely valuable addition to our knowl- 
edge of sex questions which have previously 
been little discussed, and it will be a very 
helpful work of reference in the future. 

ee 


Hale: The Farm as a Source of 
Chemicals 


T= FARM CHEMURGIC. By William J. 
Hale, Ph.D., Research Consultant, The Dow 
Chemical Company. Boston: The Stratford 
Company. 1934. Price, $2.00. 

James Watt started the “industrial revolu- 
tion” in 1769 by inventing the steam engine. 
Recently certain chemical processes have 
started a “chemical revolution” which may 
well prove to have even more important 
results. 

Dr. Hale believes that, from this time on, 
the farms will prove to be a more important 
source of raw materials for the chemical fac- 
tories than will the mines, wells and other 
irreplaceable sources; that is, the farms will 
furnish, not merely food (as in the past), but 
clothing, fuel, building materials and many 
other necessities. 

One example of this seems to be well on 
the way—the partial replacement of gasoline 
by alcohol, as automobile fuel. This alcohol 
can be made from corn, and the residue will 
be sufficient for feeding live stock. In fact, 
we may soon be using alcohol made from 
corn cobs. 

Building and insulation boards are now be- 
ing made from straw and the dry refuse from 
sugar cane; and synthetic plastics, like bake- 
lite, could readily be made from farm crops. 

When this “chemical revolution” is a bit 
further advanced, the instability of the farm- 
er’s income will be a thing of the past. 

This book should be of interest to everyone 
who is interested in the prosperity of the 
farmer—and this includes many physicians. 


——————_e-—-__———_- 


Brugsch: General Medicine 


RGEBNISSE DER GESAMTEN MEDIZIN. 

1, 2 and 3 Hefte. Unter Mitwirkung her- 
vorragender Fachgelehrter. Herausgegeben 
von Prof. Dr. Th. Brugsch. Mit 70 Abbild- 
ungen und 2 Schemata. Berlin und Wien: 
Urban & Schwarzenberg. 1934. Price, geh. 
(3 Hefte) RM 25.—, gebd. RM 30.—. 

These are the three parts of Volume 19 
of Brugsch’s monumental encyclopedia of 
general medicine, for 1934. 

Among the important subjects treated in 
this volume are: Vitamins and Hormones; 
Pathology of Bright’s Disease; Skin Tuber- 
culosis; Progress in Physical Therapy; Psitta- 
cosis; Roentgenography of the Rectum; 
Thrombosis and Embolism in Surgery; and a 
number of others. 

The physician who reads German readily 
should find this series highly interesting. 
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Wiggers: Medical Physiology 


HYSIOLOGY IN HEALTH AND DISEASE. 

By Carl J. Wiggers, M.D., Professor of 
Physiology in the School of Medicine of West- 
ern Reserve University, Cleveland, Ohio. II- 
lustrated with 182 Engravings. Philadelphia: 
Lea & Febiger. 1934. Price, $9.00. 

The day when a knowledge of pathologic 
anatomy was a sufficient basis for medical 
practice has passed. Today the successful 
clinician must also know pathologic physi- 
ology. 

The author of this volume has, for twenty- 
five years, been teaching physiology and ap- 
plying its lessons to clinical practice, and has 
now embodied the results of his experience 
in these pages, which are not, however, in- 
tended to replace the teacher, but to supple- 
ment his efforts. Matters which should be 
taught by direct personal presentation are, 
therefore, omitted, making room for other 
important information. 

This is not merely a class book for medical 
students of physiology (though it is excellent 
for that purpose), but also a reference work, 
which will be of value to every practitioner 
for keeping his physiologic knowledge fresh 
and well coordinated. With this idea in view, 
the text is divided into many chapters, each 
covering a complete topic. This material is 
also appropriately subdivided, and an index 
of 36 pages, two columns each, makes refer- 
ence easy. Extensive bibliographic references 
facilitate further study of any subject. The 
illustrations are practical and helpful. 

With this volume available, the actively 
practicing clinician, who has had adequate 
instruction in this subject during his student 
days, will need no other work on physiology, 
as he will find in it all the information along 
this line which is necessary for his daily needs. 


———© 


Endotoxic Infections 


T= ENDOTOXIC INFECTIONS AND 
THEIR CONTROL WITH EDWENIL. Fifth 
Edition Revised. Glendale, California: Spicer 
and Company, 1935. Paper-bound copies free 
on request. 

This interesting brochure of 140 pages gives 
a brief but satisfactory synopsis of the de- 
velopment of immunology and immunother- 
apy, discussing opsonins, Besredka’s sensitized 
vaccines, toxins and antitoxins, bacteriolysis, 
non-specific proteins, etc., and the nature and 
functions of the catalytic substance known as 
Edwenil, which is recommended in the treat- 
ment of endotoxic infections. Many clinical 
suggestions and case reports are given, this 
fifth edition containing 40 more pages than 
the first. 

This book presents much sound information 
of permanent value and will be an addition 
to any medical library. As no expense is 
involved in obtaining it, every wise physician 
will do so. 
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Nobel Prize Winners 


i— recently announced Nobel Prize 
winners, three in medicine and one in 
chemistry are shown in the picture above. 
F-«m left to right, these outstanding scientists 
are: Dr. George R. Minot, professor of medi- 
cine at Harvard University; Dr. H. C. Urey, 
the chemist, of “heavy-water” fame; Dr. Wil- 
liam F. Murphy, of Harvard Medical School, 
who worked with Minot on pernicious anemia; 
and Dr. George H. Whipple, professor of 
pathology at the University of Rochester, who 
has also done work on the anemias. 


———-@ ———_—_——- 


The Advertisements are NEWS! 
and use them. 


Read 


Neisserian Medical Society 


= American Neisserian Medical Society, 
the organization of which was announced 
in our issue for April, 1935 (p. 212), will hold 
its first annual meeting at the Claridge Hotel, 
Atlantic City, N. J., June 11, 1935. An ex- 
cellent program, dealing with various phases 
of gonorrhea, has been prepared. 


For a copy of the program and full informa- 
tion, write to Dr. Oscar F. Cox, Jr., 475 Com- 
monwealth Ave., Boston, Mass. 


A. M. A. Meeting 


FN panne ign CITY, New Jersey, is one of our 
most popular summer playgrounds, and 


' the American Medical Association, very prop- 


erly, holds a meeting there every so often. 
This is one of the years, and the great seaside 
resort should be at its best from June 10 to 
14, inclusive—the days of the meeting. 

We all need professional and recreational 
refreshment and renewal, so here is a good 
chance to combine them. Those who need 
further information should watch the J. A. 
M. A. for detailed announcements; but come 
anyway, and bring your membership card. 


© Underwood & Underwood. 


Dr. Jackson Passes 


R. JABEZ NORTH JACKSON, who was 

president of the American Medical Asso- 
ciation in 1927 and a prominent surgeon and 
public health official in Kansas City, Mo., 
passed to his rest during the last week in 
March, 1935, at the age of 67 years. 


Dr. Jackson, whose picture is shown at the 
left in the above group, was a native of Mis- 
souri and a graduate of the University Medical 
College, Kansas City, class of 1891. He later 
was on the faculty of his alma mater, for a 
number of years, having held the chair of 
principles and practice of surgery and clinical 
surgery from 1900 to 1911. He served as 
brigade surgeon of U. S. Volunteers in the 
Spanish-American War. 


Dr. Jackson’s kindly face and genial pres- 


ence will be missed, even by those who knew 
him only casually. 
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SEND FOR THIS LITERATURE 


To ASSIST doctors in obtaining current literature 
published by manufacturers of equipment, pharmaceuticals, physicians’ 
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The Pneumonic Lung. Its Physical Signs 
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Science’s latest contribution to female 
sex hormone therapy — Progynon. 
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sample, send narcotic registry number). 
Martin H. Smith Co. 





The Illinois Post Graduate Medical 
School Bulletin. The Illinois Post 
Graduate Medical School, Inc. 





Inflammation and Congestion. Numoti- 
zine, Inc. 





National Hay Fever Antigens. 
National Drug Company. 


Od Peacock Sul- 


The 





Descriptive Booklet. 





tan Co. 
Dilaudid, a Morphine Derivative. An 
Advance in Opiate Medication. Bil- 
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Weirick. 


Fourth Edition of Diagnosis of Genito- 
Urinary Diseases and Syphilis. Od 
Peacock Sultan Co. 
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From “Poultesse” to “Cataplasm-Plus.” 
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For the Failing Heart of Middle Life 
—Theocalcin. Bilhuber-Knoll Corp. 


Adreno-Spermin. The Harrower Lab- 


oratory, Inc. 








The Intravenous Injection of Hydro- 
chloric Acid. Loeser Laboratory. 
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Dysmenorrhea — Hormotone. 
Carnrick Co. 





Endo Liver Extract in the Treatment 
of Pernicious Anemia. Endo Products, 
Inc. 


The Last Three Months. 
Warner & Company, Inc. 
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Journal of Intravenous Therapy. Loeser 
Laboratory. 


Whooping Cough Successfully Treated 
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